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subject of gastroenterostomy for ulcer 

of the stomach that many physicians 

have the belief that gastroenterostomy 
is still the only operation used for ulcer of the 
stomach. While this is true in more than two- 
thirds of the cases, in from twenty to twenty- 
five per cent of cases, gastroenterostomy or 
gastrojejunostomy does not cure. I did my 
first operation for gastric ulcer almost ten 
years ago. It was a deep craterlike ulcer 
on the lesser curvature, similar to the one 
shown in Fig. 17. While the physician who 
brought the patient to me called my attention 
to the new operation which was being per- 
formed by Mayo, namely, gastroenterostomy, 
I was unable to see how this particular ulcer 
could be very materially benefited by gastro- 
enterostomy. I therefore excised the ulcer. 
Unfortunately drainage was used and the 
drain was left in contact with the line of 
sutures, and when it was removed on the fifth 
day the wound was pulled open and my 
patient died soon afterward. From that 
time to the appearance of Mayo’s article in 
the Annals of Surgery, vol. xlvii, p. 885, which 
especially impressed me, I did a consider- 
able number of operations for ulcers of the 
stomach, using in most cases gastroenter- 
ostomy. Gastroenterostomy was used on a 
number of cases of ulcer of the lesser curvature 
with partial relief in nearly all cases and cure 
in some cases but I gradually learned that the 
startling cures all came when the ulcers were 
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located near the pylorus, either in the stomach 
or duodenum. After Mayo’s (1908) article, 
I followed his dictum of excising all ulcers not 
located at or near the pylorus. 

During the present year, I have had five 
cases of ulcer of the lesser curvature which 
have called my attention forcibly to the fact 
that very little has been said as to the sur- 
gical treatment of ulcers along the lesser 
curvature and less as to the proper technique 
for excising an ulcer. I therefore propose to 
report briefly five cases operated on during 
the year which have made complete sympto- 
matic recoveries and which illustrate the 
various forms and locations of ulcers along 
the lesser curvature, and the variety of tech- 
nique used. 

Case one. Patient was a male Alaskan 
Indian, 26 years of age, who had been attend- 
ing the government school at Chemawa and 
had later taken up farming in Eastern Oregon. 
He was referred to me by Dr. E. A. Pierce, 
July 11, 1910, with a typical ulcer history, 
including periodic hemorrhages, several of 
which had been recent. The disease had been 
well marked for five years. On opening the 
abdomen the one pronounced feature which 
attracted immediate attention was a button of 
fleshy tissue on the anterior surface and lesser 
curvature of the stomach (Fig. 1) larger 
than a half dollar in circumference and almost 
as thick asa man’s thumb. The growth was 
smooth and while it was red in color did not 
appear to have any malignant tendency. 
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Fig. 3. Location of ulcer in case one as shown in Figs. 1 and 2. 


Fig. 4. Clamps in position. Lesser omentum cut and tied. Tape sponges drawn through the gastrocolic omentu: 
back of the stomach. Incision made down to the mucous membrane. 
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Fig. 5. Excision of ulcer bearing area. Stomach has 
been opened, contents sponged out, and stomach between 
clamps shown in Fig. 4 are hidden beneath gauze. 


Excision of the lesser curvature was done in 
the following manner (a method I believe to 
be good): 

A small vertical cut is made in the gastro- 
colic omentum which is enlarged by stretching 
or tearing with the fingers. The lesser 
omentum is ligated and cut above the ulcer. 


Fig. 6. Transverse closure of opening in stomach by 
through and through sutures. 


Gauze sponges are passed through the 
gastrocolic omentum back of the stomach and 
up through the opening just made in the 
lesser omentum. As much gauze as is practi- 
cable should be used for this purpose in order 
to avoid soiling the peritoneum of the lesser 
cavity. One blade of a clamp is then passed 
through the gastrocolic omentum up back of 


Fig. 7. A second continuous peritoneal suture finishes the transverse closure. Lesser omentum is sutured back to 
the stomach. The openings in the greater and lesser omentum for the passage of the clamps and gauze are closed with 


catgut sutures. 
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Fig. 8. Hour-glass stomach resulting from ulcer of the lesser curvature. 


the stomach and through the lesser omentum. 
The pylorus is clamped. Another clamp is 
passed through the gastrocolic omentum and 
is made to span the stomach as far as possible. 
Usually a third clamp is required placed from 
above. (A slightly different method of ap- 
plying the clamp may be used as in case five 
if the case is suitable.) After covering as 
much of the field as possible with gauze, the 
operation is begun by making an incision 
along the anterior surface down to the 
mucous membrane (Fig. 4). The mucous 


Fig. g. Sectional view of hour-glass stomach shown in 
Fig. 8. 


membrane is then cut with scissors, the con- 
tents of this portion of the stomach caught 
with sponges until the tension is relieved, 
after which the opening is enlarged and a large 
tape sponge is packed in the enclosed portion 
of the stomach to absorb the secretions while 
the operation proceeds. The part of stomach 
containing the ulcer is then lifted up with 
forceps and the extent of the diseased area 
determined and removed with scissors, as 
shown (Fig. 5). Thorough search is now 


- made to determine the possible presence of 


other ulcers. The wound is then closed 
transversely beginning on the back side and 
passing the suture through all the coats, 
using the continuous Connell suture as shown 
(Fig. 6). The clamps are now removed and 
a second continuous peritoneal suture com- 
pletes this portion of the operation. The 
lesser peritoneum is reattached to the stomach 
and the openings in the gastrocolic omentum 
are closed with interrupted sutures to prevent 
possible hernia (Fig. 7). 

The case from which these drawings were 
made is especially interesting from a path- 
ological standpoint. Externally, the button 
of tissue on the lesser curvature (Fig. 1) 
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Fig. 10. 


was simply a cap which covered the deep 
perforating craterlike ulcer and prevented the 
contents of the stomach from pouring out 
into the peritoneal cavity. While this ulcer 
had penetrated all the coats of the stomachand 
was of sufficient size to bury a man’s thumb 
to the first joint, the process had been so 
gradual that nature had thrown out this 
organized exudate without producing any 
adhesions whatever. At the left of this per- 
forating ulcer shown (Fig. 2) is a small crease 
which is the scar of a previously healed ulcera- 
tion. A little farther to the left is a dark spot 
which proved to be the point from which the 
hemorrhage was coming, as demonstrated 
by the fact that a blood clot still remained in 
it. Still farther to the left, which is toward 
the esophagus, is another ulcer about the size 
of two ten cent pieces which involved only the 
mucous membrane. This patient made a 
complete recovery, and five months after 
operation is well. 


The second case was a female, unmarried, | 


35 years of age, who had suffered with 
stomach trouble for many years. 
months she had been compelled to abandon 
her work as seamstress and was a complete 
invalid. This patient, who was referred to 


In recent | 


End to end anastomosis completed in case two. 


me by Dr. Gustav Barr, July 2, 1910, with a 
diagnosis of ulcer probably at the pylorus, 
shows how one might be led to believe it an 
ulcer of the pylorus. The case was one of 
long standing ulcer which had finally healed 
and contracted the middle of the stomach 
down to a small tube with a caliber not 
larger than a lead pencil (Figs. 8, 9). The 
stomach was freely movable and clamps could 
be easily applied above and below the stric- 
ture, making it a simple matter to excise the 
constricted portion of the stomach and duo- 
denum, and do an end to end anastomosis 
between the two pouches (Figs. 10, 11). The 


Fig. 11. Sectional view showing scheme of end to end 
anastomosis. 
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Fig. 12. Hour-glass stomach with coexisting obstruction at the pylorus. 


Ulcer on the lesser curvature active, indu- 


rated, and bleeding. Stomach firmly adherent to posterior peritoneal wall of lesser peritoneal sac. 


clinical results were perfect and the patient 
is well at the present time, five months after 
the operation. 

Case three was referred to me by Dr. 
Jesse L. Raines, of Grangeville, Idaho, April 
25,1910. The patient was a female, 36 years 
of age, who had suffered with stomach trouble 
for more than ten years and had spells of 


Fig. 13. Sectional view of stomach shown in Fig. 12, 
showing double obstruction. 


vomiting which were occasionally accom- 
panied by considerable hemorrhage. When 
she was brought to me her weight was 76 
pounds and she was treated with the usual 
ulcer diet, but complained that she had 
not had a comfortable meal for ten years. 
The suspicion of malignancy was very strong. 
On opening the abdomen we found the 
stomach divided into two equal pouches. 
The cicatrix of an old ulcer had almost 
completely closed the pylorus, and an- 
other large ulcer, located about the middle 
of the lesser curvature, was still active 
and bleeding but had contracted and formed 
sufficient scar tissue to make an_hour- 
glass stomach as shown (Figs. 12 and 13). 
The inflammatory process had caused the 
posterior stomach wall to adhere to the 
back wall of the lesser peritoneal cavity, 
making it impossible to lift up the stomach. 
Only a narrow tube of healthy stomach 
remained on the greater curvature, therefore 
the only operation which seemed feasible at 
the time and which offered hope of cure with- 
out incurring too much risk, was a gastro- 
gastrostomy connecting the two pouches, 
and a _ gastrojejunostomy connecting the 
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Fig. 14. Two pouches of stomach clamped ready for gastrogastrostomy. 


Fig. 15. Gastrogastrostomy completed by two continuous circular sutures. Untied interrupted sutures indicate 
closure of space between narrowed canal and new canal resulting from gastrogastrostomy. 


> \\ & 
™ AG 
4, 4 
rua 


Fig. 16. 
ings between the pouches of the stomach. 


pyloric pouch with the jejunum (Figs. 14, 
15, 16). The patient began to take nourish- 
ment on the third day and within two weeks 
was eating full meals and was well and fat 
when we last heard from her, seven months 
after the operation. An operation similar to 
Finney’s would have been done in this case 
had it not been for the close encroachment of 
the active ulceration. 

The fourth case was a male, who had a 
history of stomach trouble dating back for 
a period of ten years, and had come West 
three or four years ago hoping the climate 
would help him. He had been actively 
engaged as a traveling man for a wholesale 
house but found it necessary to constantly 
carry food with him, as he was unable to eat 
more than a few ounces at a time. The 
chemical test indicated that the trouble was 
non-malignant and that there was no great 
stasis of food. The patient was referred to 
me by Dr. Gustav Barr, July 1, 1910, witha 
diagnosis of ulcer, the location of which it 
was impossible to determine. On opening 
the abdomen we found the ulcer well up 
toward the esophagus on the lesser curva- 
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Sectional view of stomach in case three after gastrogastrostomy and gastrojejunostomy, showing two open- 


ture, which had gradually contracted produc- 
ing almost complete stenosis near the esoph- 
agus, a small stomach tube passing with 
difficulty. That portion of the stomach 
above the ulcer, instead of being dilated, 
as might be supposed, was very much 
thickened and formed only a small pouch 
holding from two to four ounces (Figs. 17, 
18). The ulcer was located at a very inac- 
cessible point, necessitating a lateral incision 
on the left side following the sweep of the 
ribs so as to give room to work (Fig. 21). 
It was impossible to use a clamp on the upper 
end of the stomach, so the lesser peritoneal 
sac was opened through the lesser omentum, 
gauze packed in back of the. stomach and 
the ulcer excised, using only one clamp below 
to shut off the contents of the main body of 
the stomach. After the ulcer was excised 
the wound was closed transversely, which 
left a clear opening about the size of 
an ordinary small intestine (Figs. 19, 20). 
The patient is symptomatically well five 
months after operation and has gained 20 
pounds. 

In case five the patient was a young woman 
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Fig. 17. 
tions excised. 


23 years of age who had complained of 
stomach trouble for five years. One year ago, 
she had a very severe hemorrhage and it was 
estimated that she lost a quart of blood. 
Since then she has been an invalid most of 
the time. The examination of the stomach 
contents by Dr. Noble Wiley Jones showed 
the presence of blood just before the operation. 
Stagnation was very slight. The operation 
was performed November ioth. A_ hard 
indurated ulcer was at once located in the 
posterior wall near the lesser curvature. 
The gastrocolic omentum was opened below 
and the lesser omentum above when we dis- 
covered evidences of a subacute perforating 
ulcer such as was described by Moynihan in 
the Annals of Surgery, vol. xlv, p. 223, 
and by Lund of Boston in the Boston 
Medical and Surgical Journal, vol. i, p. 
516. In Fig. 23, the adhesion marks the point 
where the ulcer had perforated and the wall 
of the stomach had adhered to the peritoneum 
over the tail of the pancreas. Two long 
stomach clamps were placed, one above and 
one below the ulcer. The rubbers of the two 
blades were caught by a pair of forceps to 
prevent the stomach wall from squeezing 
out between the blades. The clamps were 
not closed tightly. The lesser peritoneal 
cavity back of the stomach was packed full 
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Chronic ulcer near the esophageal opening producing hour-glass constriction. 
i=) 


Dotted lines indicate por- 


of long tape sponges, both from the opening 
in the gastrocolic omentum and from the 
opening in the lesser omentum. The adhe- 
sions were then separated with the fingers 
which left a punched out opening into the 
stomach large enough to admit the index 
finger. The contents which escaped through 
the ulcer opening were absorbed by sponges 
and the opening enlarged by a longitudinal 
incision in the stomach wall which permitted 
the packing of the stomach with tape sponges, 
as shown in Fig. 24. The thick ragged 
edges of the ulcer were then excised and the 
wound closed, first with a Connell suture, 
which was supplemented with two other 


Fig. 18. Sectional view of stomach shown in Fig. 17, 
showing the constriction and thickened wall of stomach 
above constriction. 
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Fig. 19. 


layers of sutures turning in the stomach wall. 
The sponges were now removed and a 
cigarette drain was attached to the point on 
the posterior wall of the lesser peritoneal 
cavity where the stomach had been attached, 
and was then drawn out through the gastro- 
colic omentum at a point just above the 
umbilicus. A small’ stab wound was then 
made in the anterior wall of the stomach 
through which a finger was passed to explore 
the pylorus and other parts of the stomach. 
The wound was closed and the patient has 
made an uninterrupted operative recovery, 


Fig. 20. Sectional view showing scheme of sutures 
and relative position of channels in case four. 


Ulcer excised and wound closed transversely. 


and we see no reason why the clinical results 
should not be as good as in the other cases 
reported. Figs. 22 and 25 illustrate by 
diagram the position of the ulcer and the 
principles of the operation. 

By this series of cases. which occurred within 
the period of seven months, we are able to 
illustrate practically all the surgery for ulcers 
of the lesser curvature of the stomach. The 
results in these cases as well as in previous 
cases are as good as when gastroenterostomy 
has been done for ulcer at the pylorus, and I 
can see no good reason why this operation 


Fig. 21. Incision following the left rib arch, necessary 
to give room for excision of ulcer in case four. 
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should be more dangerous than gastroenteros- 
tomy. It is true that Deaver in his book on 
Surgery of the Stomach and Duodenum shows 
by statistics that the excision of ulcers has a 
mortality of 6 per cent, while gastroenteros- 
tomy gives only 2 per cent. He here uses 
statistics chiefly from the Rodman operation 
(pylorectomy) which is much more serious 
than the operations I have here described. 
Furthermore, only a short time ago the 
mortality from simple gastroenterostomy was 
6 per cent. It seems not too much to expect 
that when we have an established technique 
for excising ulcers such as we now have for 
doing gastroenterostomy, the mortality of 
the former operation will become less than 
that of the latter. 

I wish to especially commend the technique 
described for case one as shown (Figs. 3 to 7 
inclusive). This operation has the great 
advantage over such operations as Vallas 
describes (Gould: Operations on Intestines 


and Stomach, p. 276), in that it exposes a 
large portion of the inside of the stomach for 
inspection and at the same time provides 
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Fig. 22. Diagram showing perforating ulcer protected 
by adhesions of stomach to peritoneum in front of pancreas. 


a good protection from infection by the con- 
tents of the stomach. As will be seen in 
Figs. 1 and 2, had we dissected out the indu- 


Fig. 23. Lesser peritoneal sac opened through the lesser omentum above and the gastrocolic omentum below the 


stomach. Ulcer bearing area between clamps. 
posterior wall. 


Bands of adhesions protecting ulcer and holding the stomach to the 
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Fig. 24. Lesser peritoneal sac packed with gauze. 
terior wall. 
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Fig. 25. Diagram illustrating position of drainage and 
method of suturing opening left by removal of the ulcer. 


Stomach cavity packed with gauze. 
Indurated ragged edge of ulcer being cut away. 
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Ulcer enlarged by slit in pos- 


rated ulcer only, as described by Vallas and 
by Binnie in his Operative Surgery, the bleed- 
ing ulcer and the mucous ulcer would both 
have been left and the patient would not have 
been greatly benefited. Another point upon 
which I would lay especial stress is the use 
of the large amount of gauze packing back 
of the stomach, and the extreme care to be 
used in opening that part of the stomach 
between the clamps, and the importance of 
opening the stomach gradually so that the 
contents can be absorbed readily with gauze. 
By packing the stomach with dry gauze 
sponges the operation is done under very 
favorable circumstances, for by the technique 
here described it is possible to combine 
thorough inspection of the principal ulcer 
bearing area with safe aseptic technique. 
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THE USE OF THE FINGER IN 


RHINOPLASTY 


By THEODORE A. McGRAW, M.D., Detroit, MICHIGAN 


factory of plastic operations are those 

for the repair of defects in the cartilages 

and bones of the nose. Flaps of soft 
tissue cannot support a sunken bridge nor 
simulate the firm surface of a cartilage. 
A nose built out of skin appears as a mere 
shapeless lump on the surface of the face, 
which is hardly less hideous than the hole 
it is made to conceal. On the other hand, 
flaps from the forehead, which include the 
periosteum, leave ugly frontal scars. They 
are extremely difficult to mould into the shape 
of the nose, and continue for months to 
shrink in size and to alter their shape, accord- 
ing to the external influences to which they 
are subjected and to the amount of the 
inevitable cicatricial contraction. 

In order to meet these difficulties men have 
at different times used the fingers to supply 
the bony support necessary to prevent the 
collapse of the new tissues. I have found on 
record eleven cases in which the fingers have 
been transplanted in rhinoplastic operations. 

The first case on record is that of James 
Hardie, of Manchester, England, in 1874. 
The others are those of Sabine, New York, 
1879; Parker of Kansas City, 1890; Bloxam 
of London, 1895; Tunis, Philadelphia, 1897; 
Finney of Baltimore, two cases, 1902 and 
1907; Volkvich, Russia, two cases, 1902; 
Verden of Russia, 1902. Stephen T. Watts, 
Charlotteville, Va., 1907. 

To these may be added my own case, 
operated on June 20, 1909. My case is as 
follows: 

Mrs. M., aged 30, entered St. Mary’s Hospital on 
June 18, 1909. She had been, during the previous 
year, under treatment in the outdoor department 
of the hospital for luetic ulceration of the bones 
and mucous membranes of the nose and palate. 

It was owing to the skilful treatment of Dr. S. 
G. Miner, that, on her entrance to the hospital, 
her nasal cavity and palate were found to be per- 
fectly clean and free from all discharge. She had 
lost, however, the turbinated bones and vomer, the 
columna, and portions of both ale. The nasal bones 
had luckily escaped. The left ala had lost about a 
third of its surface; the right, which was nearly 
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Fig. 1. Before operation. 
entire, was disfigured by a deep cleft. She was 
insistent on an operation for the relief of the defor- 
mity. 

The problem was to find tissue firm enough to 
support the end of the nose, which could be utilized, 
without making a scar on the already deformed face. 
— for this purpose the little finger of the left 

and. 

The head and neck were covered with a cap which 
protected the hair and which was connected below 
to a high chemise. 

The edges of the defects of the ala were denuded 
and drawn into apposition by silkworm gut sutures. 
The inner surface of the tip of the nose was denuded, 
for the reception of the finger end, and the upper 
lip, where it had been joined to the columna, was 
split both transversely and perpendicularly, to 
make a bed for the base of the phalanx. 

The nail was removed and the matrix destroyed 
by a sharp bone spoon. 

Longitudinal incisions were made extending from 
the end of the finger to the distal end of the first 
phalanx, on both palmar and dorsal surfaces, and 
the second phalanx was removed, great care being 
taken to prevent injury to the digital arteries. 

The distal end of the first phalanx was also cut 
away with a bone forceps, with the object of render- 
ing the bridge which connected the grafted tissues 
so pliable as to protect the new wound against 
sudden movements. 
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Fig. 2. After operation. 

The denuded end of the finger was now fastened 
to the inner surface of the tip of the nose by silk- 
worm gut sutures and the base of the last phalanx 
was attached to the wound in the upper lip. The 
uninjured finger and thumb lay on the left cheek. 
The right half of the mouth was thus left free for 
the ingestion of food and drink. A plaster of Paris 
bandage, applied over the head, chest, and arm, 
bound them firmly together. The patient was 
fed through a tube and kept in the bandages to the 
end of thirty days, when the finger was amputated, 
under cocaine, through the middle of the second 
phalanx. The part attached to the nose bled freely 
for a short time, and appeared blanched, but the 
next morning had become blue and cold, so that [ 
feared for the result. It was not until the end of 
another twenty-four hours that I became satisfied as 
to the viability of the digital graft. 


The immediate results of the operation were 
not altogether satisfactory. The finger end 
seemed too large for the purpose, and occluded 
the nostrils. It lay flat in its bed, not lifting 
the nose, but prolonging it in a straight line. 
The wounds in the a!z did not heal well, and 
the old disfiguring clefts still deformed the 
face. A portion of the nail bed had escaped 
destruction, and a thin line of nail soon made 
its appearance in the center of the new 
columna. To repair these defects required 


Fig. 3. After operation. 

many minor operations, but the final result, 
though not perfect, was such as to satisfy 
not only the patient but also the surgeons who 
had from time to time watched the progress 
of the case. 

After a careful examination of all of the 
cases on record in which the finger has been 
used in the plastic surgery of the face, it has 
seemed to me that progress in this line of 
surgery will depend on the development of 
its technique. Every surgeon who _ has 
hitherto used this method has been obliged 
to follow a form of his own devising. This 
in my own case led to several errors, which I 
should avoid in the future, and which materi- 
ally increased the difficulties of the operation. 
While it is evident that the technique must 
vary in every case to meet the conditions, 
yet in all there are common factors which 
have to be considered if we would get the best 
results. 

I shall venture to formulate certain rules 
which may serve for the immediate future as a 
guide to surgeons who may undertake this 
line of work. 

No plastic operations of this kind should be 
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undertaken until ulceration has ceased, 
necrosed bones have been removed, and the 
surfaces have thoroughly healed, nor should 
patients be operated on who have advanced 
arterial degeneration or serious constitutional 
maladies. If other operations are indicated 
for the repair of minor defects, they should, 
when possible, be done before the trans- 
planting of the finger. This is more espe- 
cially the case with defects which require the 
use of skin flaps from the neighborhood of the 
mouth. In my case the left ala had a gap in 
it, which might have been filled by a flap 
from the upper border of the lip, if that opera- 
tion had been done first. After the finger 
was in place, the tissue of the upper lip could 
not have been used for that purpose, without 
serious cosmetic damage. As it is, the cicatri- 
cial contraction has nearly closed the left 
nostril, causing the one unsatisfactory feature 
in the present condition. 

The question as to which finger should be 
selected for transplantation should be care- 
fully considered in every case, with reference 
to the resulting deformity and utility. With 
working men and women the effect on their 
work should be investigated. In all cases, 
except with left-handed patients, fingers 
should be chosen from the left hand. The 
little finger seemed to me best adapted for 
the purpose, because its loss would have 
weakened the hand less and caused less 
deformity than any of the others, and also 
because the hand could be better applied to 
the face, without interfering with the mouth. 
Great care should be taken in preparing the 
patient for the operation, to have the head, 
neck, and body thoroughly cleaned, and it 
would be well if the patient would consent to 
have the hair cut quite short. The head, 
neck, and thorax should be fitted with a cap 
and jacket over which, on the day before the 
operation, there should be applied a plaster 
of Paris bandage, which will render the head 
absolutely immobile. This bandage should 
be cut through on one side, for speedy removal 
in case of trouble with the anesthesia. This 
was Sabine’s method. 

Fearing the anesthesia with a closely fitting 
bandage, I deferred the application of the 
plaster until after the operation. I found it 
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then very difficult to apply without tearing 
the finger loose from its moorings. If the 
head had been held immobile by a bandage 
applied before the operation, the arm could 
have been fastened to the chair by a few turns 
of a plaster bandage, or by adhesive plaster, 
without any trouble. 

The preparation of the finger consists in 
removing the nail and destroying its matrix. 
This may be done by the application of acids 
or other caustics, a week or two before the 
operation, or by a chisel or sharp bone spoon, 
at the time of operation. I prefer the last 
named method, even though I failed in com- 
pletely accomplishing the purpose. 

Whatever method is used, the surgeon 
should satisfy himself that it has been done 
with sufficient thoroughness to prevent a 
subsequent growth of nail. 

I regard it as important that the bridge 
between the finger graft and hand should 
be composed of soft and pliable tissues, for 
two reasons. The first is that any sudden 
jar or movement would be much more apt to 
disturb the wounds and prevent union if the 
connection were rigid and bony than if it 
were composed of the soft parts only; and 
secondly, the final separation of the finger 
from the hand is much more easily effected 
if there is no bone to divide or joint to excise. 
The incision should be made, therefore, long 
enough to permit the easy excision of the 
bones next above that of the intended graft. 
If the last phalanx alone is to be utilized, the 
second phalanx and a portion of the first 
should be removed, the soft parts being left 
intact. If the second and third phalanges are 
to compose the graft, the first should be 
excised. If the whole is to form the new nose, 
the metacarpo-phalangeal articulation should 
be resected. 

In all cases the incisions should be made in 
the median line of the palmar or dorsal aspects 
in order to avoid injury to the digital arteries. 

The treatment of the tendons in a finger 
chosen for transplanting is a question about 
which I am unsettled. The finger is, for 
most cases, too large to give good immediate 
results, and the removal of some of the 
tendons would be to the immediate cosmetic 
advantage. On the other hand, their excision, 
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which should be conducted with great care 
on account of the neighborhood of the digital 
arteries, would add considerably to the length 
and difficulty of the operation. 

The question has, however, to be decided 
on other grounds. We do not, as yet, know 
the ultimate fate of transplanted fingers, 
and it is altogether uncertain whether the 
bone and the soft parts may not undergo 
great atrophy and absorption. Of this I 
will speak later. 

As in all operations on the nose, there is 
great danger of septic infection from within 
the nostrils. Every effort should be made, 
therefore, to make the nasal passages and 
pharynx as clean and aseptic as possible before 
the operation, and no sutures should be used 
which would absorb secretions and harbor 
germs. The only sutures permissible in these 
cases are metallic wires, silkworm gut, and 
horsehair. 

The time for removal of sutures and sever- 
ing the bridge will vary, according to the 
severity of the operation and the success in 
preventing sepsis. Hardie amputated the 
finger on the one hundred and fourth day; 
Sabine on the forty-ninth; Bloxam on the 
thirty-third; Parker on the fifth; Tunis on the 
twenty-first; Finney at the end of two weeks; 
Watts on the sixteenth day, and myself on the 
thirtieth day. In no case should the amputa- 
tion take place until the surgeon has satisfied 
himself that the new nose is well supplied 
with blood from other sources than the digital 
arteries. 

Two methods have been used in separating 
the finger from the hand: 

In the one that was employed by Hardie, 
Sabine, and Bloxam, the operation was done 
in two sessions. In the first, one of the 
digital arteries was tied and the finger 
partially severed. In the second, the opera- 
tion was completed. The other operators, 
including myself, preferred to sever the bridge 
under cocaine anesthesia at one sitting. 
After the amputation great care should be 
taken to keep the transplanted tissue warm 
by means of hot applications, and all second- 
ary operations should be deferred until it 
has acquired a normal color. Where there is 
loss of the entire nose it is necessary to utilize 
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the whole of one of the larger fingers in its 
repair, and in order to do that properly, 
to divide the metacarpal bone and remove 
a portion of it, or at least to resect the 
metacarpo-phalangeal articulation. The first 
phalanx in that case would be made into a 
columna. 

The method employed by Sabine seems to 
me well adapted for the purpose. Sabine 
made a median palmar incision on the finger 
and dissected up flaps of skin until they stood 
at right angles to the surface. Small trans- 
verse incisions were made at either end of 
these flaps. Incisions were then made all 
around the nasal opening, excepting at the 
root of the nose, about a third of an inch from 
its edge, from which flaps were dissected, 
whose raw surfaces, when the flaps were 
raised, presented outwards, their attached 
borders being at the edges of the orifice. 

The denuded end of the finger was thrust 
under the integument at the root of the nose 
and fastened there with silver sutures, and 
the raw surfaces of the face and finger were 
brought into close apposition and sutured 
together. Sabine seems to have made no 
effort to produce bony union between the 
finger end and the frontal bone, an object 
which seems to me of importance, because if 
successful it would give greater stability to 
the new nose. 

When the nasal bones and vomer have 
been destroyed without loss of the soft parts 
above, there results the so-called saddle nose, 
a deformity which has been very difficult to 
remedy. 

Efforts have been made, however, to give 
relief in these cases by transplanting fingers 
to serve as substitutes for the missing bones. 
Two methods have been employed for this 
purpose: 

Parker, of Kansas City, made an incision 
in the median line of the nose, extending from 
the frontal bone down to the tip, and into the 
nostril. The prepared finger was placed in 
the wound with the tip of the last phalanx 
resting on the bone at the root of the nose, the 
outer side of the finger being placed anteriorly 
to give the organ as natural a contour as 
possible. Rubber condoms were placed in 
the nostrils and filled with water, to give 
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support and prevent hemorrhage. The re- 
sult is said to have been excellent. 

Finney has sought to improve on this 
method by pushing the finger into place 
without dividing the skin of the nose. In 
his operation the soft parts are freed from 
the nasal process by passing a knife or 
scissors through the nasal openings and lift- 
ing them up and stretching them. The inner 
side of the tissues forming the nasal covering is 
then denuded in order to present a raw sur- 
face to the denuded finger, which is thrust 
into the cavity until its tip rests upon the 
frontal bone. The finger is then sutured into 
place. 

The one advantage of this procedure is 
that it leaves no external scar. Judging 
without personal experience I should appre- 
hend several disadvantages over the open 
method. The most important parts of the 
operation, viz., the denudation of the inner 
nasal surface, the separation of the soft parts 
from the nasal process, and the suturing of 
the parts in place, are all done in the dark. 
The soft parts in these cases are contracted 
and shrunken, and more or less rigid from 
scar formations. Such a covering over the 
transplanted finger must tend to push it 
down and out of place. The chance of getting 
bony union, to my mind very desirabie, is 
much lessened by the necessity of adjusting 
the bony surfaces to one another under cover 
and out of sight. In Finney’s cases bony 
union did not occur, and the nose was mov- 
able from side to side. I cannot agree with 
him in the opinion that this condition is 
advantageous in case of injury, for the one 
great desideratum in these operations is to 
supply a rigid frame which will absolutely 
prevent any subsequent subsidence. 

This occurred in Hardie’s case, which at 
first gave great promise, the new nose sinking, 
later, into the nasal cavity. 

From these a priori considerations I am 
disposed to urge much more care in fitting 
the terminal phalanx into the nasal process 
than has hitherto been used. The closer the 
two bones are approximated, the more chance 
there will be of bony union, and the more 
permanent will be the position of the newly 
repaired organ. 
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One question as yet unsettled has an 
important bearing on the ultimate success of 
these operations. The fate of transplanted 
fingers is as yet unknown. They may remain 
as permanent supports, the bones and soft 
parts retaining their vitality and volume, or 
they may undergo atrophy and partial absorp- 
tion. I have been much disquieted of late to 
notice in my own case, after the lapse of a 
year, a great diminution in the length and 
thickness of the new columna. When the 
operation was first done the transplanted 
phalanx was so large and bulky as to nearly 
close the air passages and to be in itself a 
deformity. To relieve this condition I 
removed a narrow strip of skin. I feel now 
that it would have been wiser to have awaited 
events and postponed the correction of the 
deformity until the lapse of many months 
had shown the extent of the changes due to 
absorption. 

An X-ray picture taken recently by Dr. 
Chene shows the merest trace of bone. The 
new columna seems to be shrinking in length 
as well as in thickness, and to be pulling the 
nasal tip nearer to the lip. According to 
Barth, in all cases, newly transplanted bone, 
together with its periosteum and medulla, 
will for the most part undergo absorption. 
Whether this will be the fate of all trans- 
planted phalanges is as yet a question. It 
is a misfortune that we lack positive and 
statistical information of the ultimate results, 
not only as regards this operation but also 
as regards flaps transplanted from the fore- 
head or the arm. In any event, it would seem 
that a finger, with its tendons and firm soft 
parts, would give better support, even 
deprived of its bone, than flaps made of 
skin and periosteum. With this experience 
as a guide, I should never again when operat- 
ing remove the tendons nor interfere with a 
finger graft by trying to trim it into shape 
until at least a year had elapsed since the 
transplantation. The published reports indi- 
cate that operations of this character have 
proved eminently satisfactory to the patients. 
This is sufficient justification for choosing 
this method. It is, however, no criterion of 
the greater or lesser excellence of the cosmetic 
results thus achieved, for any procedure which 
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lessens in any degree these sad deformities 
will elicit the gratitude of the sufferers. I 
believe that the use of the fingers in supplying 
defects of the nose has before it a great future, 
but the best success will not be attained until 


SURGERY, GYNECOLOGY AND OBSTETRICS 


its technique is established by a careful, 
critical, and honest study. 

The accompanying photographs will show 
the conditions existing before the operation, 
and after the lapse of one year. 


LIGATION AND PARTIAL THYROIDECTOMY FOR HYPERT HY ROIDISM 
By CHARLES H. MAYO, M.D., RocHester, MINNESOTA 


ITHIN the past few years a great 
W deal has been added to our 
knowledge of the ductless glands, 
but in none of them are greater 
changes observed in the structure of the 
gland itself, or the symptoms more manifest 
in the individual caused by changes in secre- 
tion, than in the diseased thyroid. Data 
concerning the overactive thyroid has trav- 
eled up through a century and a quarter of 
symptomatology which varied between the 
heart, the nervous system, and _ intestinal 
toxins, until Mobius presented his theories 
of hyperthyroidism twenty-five years ago. 

Lacking in a pathologic picture for so 
long a period, the peculiar syndrome of 
symptoms which marked the condition was 
naturally designated in its various forms by 
the name of the author whose views had 
become best known. 

In the peculiar relationship in function of 
the ductless glands, many symptoms occur 
which apparently vary within wide limits; 
thus the results of hyper- or hypo- activity may 
be mild or severe, transient or permanent. 

Diseases of the other ductless glands are 
less common and rarely cause anything like 
the marked changes in the general appear- 
ance and in the expression of the individual 
who is affected with hyperthyroidism. Un- 
like the thyroid they are not hampered by 
pure symptomatology, and information con- 
cerning them was developed from the patho- 
logic side at the onset. 

There has been a determined effort by many 
observers to apply the old titles of the disease 
to symptoms caused by the overactive thy- 
roid and to neglect the study of the gland, a 


practice which very often prevents a recogni- 
tion of the condition at a period when simple 
measures might have been employed to cure 
or to check it. 

Hyperthyroidism has been observed and 
well described for the past one hundred and 
twenty-five years. In the early part of this 
period, Morgagni, Parry, and Flagani, carried 
their observations up to the Graves period 
(1835). Five years later Basedow revised 
the work on this subject, and in 1858, at the 
suggestion of Hirsch, this syndrome of symp- 
toms was generally designated ‘‘Morbus 
Basedowii,” a term still commonly employed 
on the continent. 

It may be said truly, that every case of hy- 
perthyroidism is not a case of Graves’ disease 
or Basedow’s disease, i. e., a patient may pre- 
sent all of the symptoms commonly seen except 
exopthalmos, which may delay applying the 
term Graves’ disease to the case until this 
missing symptom appears a month or two 
later. Descriptions of the condition given by 
Graves and Basedow were undoubtedly based 
upon a number of well marked cases present- 
ing the majority of symptoms common to the 
condition. Histories well taken, however, 
will show that many of these cases were not 
recognized at the beginning as Graves’ dis- 
ease, and that they were treated, perhaps for 
months, for intestinal toxamia because of the 
patient’s emaciated appearance, and serious 
stomach and bowel disturbances, or they 
have been treated for endocarditis until the 
missing symptom, exopthalmos, developed 
to prove the exact condition. Still another 
series of histories will show that the goiter 
did not appear except as a late symptom, 


and again, it had existed as a simple goiter 
without symptoms for several years preced- 
ing the development of the well known 
changes of the condition. 

We have, then, different degrees of hyper- 
thyroidism which may furnish grounds for a 
reasonable discussion as to whether the change 
may not at times be a physiologic one of a 
temporary nature, as is seen in changes in 
the thyroid at certain times, e. g., during men- 
struation, pregnancy, puberty, etc., due to 
the intimate association of the gland with 
the generative organs in the female. While 
it is apparently essential that an increase of 
thyroid parenchyma should be shown in well 
marked cases of hyperthyroidism, in the 
milder cases it is not necessary that the micro- 
scopic picture should be more marked than 
such evidence of cell increase, as is seen in the 
lactating mammary gland. 

There are numerous instances where cases 
of hyperthyroidism have run rapid courses 
to death, which were essentially due to tox- 
emia. However, the greater number of these 
cases live through the stage of simple hyper- 
thyroidism, and should they die eventually 
their death is usually due to secondary 
changes in the heart, liver, and kidneys, from 
the degenerative changes in the gland. Such 
changes and the results of them, are seen 
even when the gland is in an irregular or con- 
stant condition or hyposecretion, secondary 
to a previously overactive secretion. 

The term exophthalmic goiter may not even 
be descriptive of the condition, as in the early 
stages of the disease some patients may not 
have goiter, and others may not have ex- 
ophthalmos, and both of these symptoms 
may be absent in rare cases. In fact, of the 
numerous symptoms by which we identify 
the disease, there is no one symptom the 
presence of which is necessary to the making 
of a correct diagnosis. 

There are some forms of myocardial dis- 
ease which may cause severe symptoms com- 
mon to hyperthyroidism as well. In certain 
cases of nephritis there may be symptoms in 
common, especially widening of the pal- 
pebral fissure, or Dalrymple’s symptom in 
Graves’ disease. 

It is difficult to determine just what is the 
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etiology of hyperthyroidism. Some patients 
give a good history of severe mental strain 
or nerve shock, yet this exciting cause might 
be but a slight factor in upsetting the equi- 
librium of the nervous system of a patient 
who up to that time had been neutralizing 
an excess of secretion from the thyroid. 
Probably more frequent than any other one 
cause of this condition, is that of infection, 
with tonsilitis the most frequent antecedent. 

Halsted’s work on this subject developed 
the fact that the removal of one lobe in dogs 
caused an increase in the parenchyma of the 
remaining lobe resembling those in exoph- 
thalmic goiter. 

Marine has shown that the withdrawal of 
or administration of iodine to dogs affected 
with colloid goiter caused increase or reduc- 
tion in the size of the growth. 

In the microscopic examination of several 
hundred exophthalmic goiters, Wilson has 
shown that the history of the individual cor- 
responded to the microscopic changes in the 
gland in eighty per cent of the cases. In 
some of the cases which did not show cor- 
responding changes, it was evident that the 
section examined did not represent the typ- 
ical changes of the gland. 

From an extensive experience in the exami- 
nation of thyroids removed in Graves’ disease, 
MacCarty has advanced the revision theory, 
i. e., that there is a tendency in the gland of 
hyperthyroidism to revert toward the simple 
form of goiter at some period of the disease in 
practically all cases which are not progressive, 
and also that such reversions may occur at 
any period or stage of the disease. Certainly 
this hypothesis is borne out in practice, as we 
are constantly seeing patients in whom exoph- 
thalmos and a small goiter are the only symp- 
toms left after an attack of hyperthyroidism 
of the most severe type which occurred many 
years before. Most of the severe cases of 
hyperthyroidism give a history in which 
recurring spells of exacerbation of symptoms 
are well marked. Under such circumstances 
it is difficult to accurately gauge the effect of 
remedial measures, or to say whether such 
remission, which has occurred repeatedly, is 
characteristic of the disease or due solely to 
measures employed in the treatment, or 
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in spite of the 


whether they improved 
remedy. 

Pathologic findings in ordinary hyperthy- 
roidism is an increase in the parenchyma of 
the gland, and is shown by an increase in the 
number of cells lining the alveoli in single or 
multiple layers, and again by an increase in 
the number of alveoli. 

The pathologic picture of cases of hyper- 
thyroidism which have developed upon long 
standing simple goiters, is one of papilloma, 
mostly invaginations projecting into the 
lumen of the vesicles. These projections 
are covered by new epithelium and constitute 
the source of the increased secretions. Both 
of these forms are common and present all 
the symptoms of the conditions, although 
the latter form is more commonly associa- 
ted with the degenerative changes in other 
organs. 

There is another form of hyperthyroidism, 
unilateral exophthalmic goiter, in which the 
symptoms may be well marked with the ex- 
ception of exophthalmos. The eye symp- 
toms are present, i. e., Dalrymple’s widening 
of the palpebral fissure showing more schlera, 
and Stellwag’s sign, staring without widen- 
ing. In these cases attacks are remittent 
with periods of exacerbation of a few weeks, 
and a quiescent period of a few weeks or 
months. The tumor is unilateral and con- 
sists of an encapsulated adenoma which causes 
irritation and pressure absorption of the 
nearly normal thyroid surrounding it, when 
from time to time there is an increase in the 
growth of the tumor. Such cases would be 
properly placed with those classified as 
pseudo or fruste Graves’ disease. 

In an examination of a large number of 
cases of hyperthyroidism (it now numbers 
over one thousand operated cases), it has be- 
come evident to us that there is a condition of 
increased parenchyma in the thyroid marked 
by the evidence of hyperthyroidism, and that 
these symptoms do not necessitate early 
stages, at least that there should be any 
serious degenerative lesions of the heart, 
liver, etc. When such degenerations occur 
there is usually a preceding or accompanying 
degeneration of portions of the thyroid gland. 
We have two groups of cases of hyper- 
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thyroidism. First, the simple goiter without 
symptoms of hyperthyroidism, and second, 
the group of cases in which the symptoms 
of hyperthyroidism constitute the main 
feature of the case. In cancer of the thyroid 
it is not uncommon to see marked hyper- 
thyroidism, in fact some cases have every 
symptom ordinarily classed as Graves’ dis- 
ease. 

Treatment. Admitting the apparent hypoth- 
esis that some cases improve with, without, 
or in spite of treatment, e. g., drugs, mental 
suggestion, applications, external or injected, 
X-ray and galvanism, injections of boiling 
water, rest, dietetics, change of climate, 
operations upon the sympathetic nerves, 
upon the blood supply, and upon the gland 
itself: a full list from which we may choose 
a remedy. 

From an operative standpoint we will con- 
sider the operation of vessel ligation, and one 
of partial extirpation of the gland. For the 
mild cases and those seen early, we recom- 
mend the simple ligation of the vessels, 
nerves, and lymphatics at the upper pole, 
with a linen ligature. Following this pro- 
cedure the reduction in the delivery and pro- 
duction of secretion seems to bring about 
that form of reversion of goiter toward the 
simple type, as has been demonstrated by 
MacCarty. The same treatment is indi- 
cated in the more advanced cases in which 
the changes in the heart, liver, etc., have 
advanced to a most serious degree. In this 
group the improvement is very marked in 
all who recover from the operation, and the 
removal, secondarily, of the larger lobe and 
isthmus can be made with a marked degree 
of safety a few months later. Of the cases 
operated upon by ligation and who are below 
weight, there is an average gain of twenty 
pounds in four months. 

In order that an operation of any kind may 
be accomplished with a minimum risk in these 
cases, it is often necessary to use various 
methods of preliminary treatment, such as 
rest, X-ray, and medicinal remedies to im- 
prove the heart and kidneys, even before 
the ligation of one pole is attempted. How- 
ever, the majority of cases may be operated 
upon when they come to the surgeon, by the 
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removal of one lobe and isthmus approxi- 
mating three-fifths of the gland. The uni- 
lateral exophthalmic type is a safe one for 
extirpation of the offending lobe. 

The anesthetic whether general or local, 
and whether ether or some other drug is used, 
depends, possibly, more on the individual 
likes of the surgeon, the necessities and con- 
veniences of the occasion, than upon the 
condition of the patient. Personally I use 
cocaine when the signs of degeneration in 
the heart and liver are so marked that we 
fear the consequences of ether. All general 
anesthetics are preceded by one-sixth to one- 
fourth of a grain of morphia, with 1-120 grain 
of atropin, given twenty minutes before the 
operation. Cocaine anesthesia is often pre- 
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ceded by scopalamine 1-200 to 1-150 of a 
grain fifty minutes before the operation. 
Disability approximates a few days. The 
results are about 70 per cent cured and the 
remainder greatly improved although oper- 
ated upon at a time when serious and incur- 
able conditions of other organs were present. 
The mortality for ligation of vessels is three 
and seven-tenths per cent. The mortality 
in extirpation cases is three and nine-tenths 
per cent. This includes the highest mor- 
tality of early work. During the past three 
years twelve cases have died medical deaths 
(not operated) within the first eight days 
after their arrival in the city for operation, 
Their morbid condition was too evident for 
surgical treatment at that time. 


description (1), Fiirbringer (2) reported 

in 1896, the first fatality following 
lumbar puncture in brain tumor. 
During the succeeding four years, 15 cases 
were put on record. Gumprecht (3) in 1900 
published a careful analysis of these, adding 
two of his own. In nine of these 17 cases 
death was due to respiratory failure, the 
heart continuing to beat for a variable length 
of time after respiration had ceased. Five 
of these cases died within six minutes after 
insertion of the needle (one dying imme- 
diately, one within one minute, etc.). Six 
cases died in from three-quarters of an hour 
to seven hours after lumbar puncture, one 
case in 12 hours, five cases in 24 hours. No 
case in which there seemed to be a direct 
connection with the removal of cerebrospinal 
fluid and the fatal outcome lived over 24 hours. 
Allard (4) in 1909 from the results of 23 
fatalities collected under his direction by 
Henny emphasizes the following interesting 
points. He excludes from this series any case 
in extremis at the time of lumbar puncture 
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and any case dying later than 24 hours after 
the operation. 

In a few of these cases death resulted from 
hemorrhages into a vascular tumor from 
release of pressure. The majority resulted 
from closure of the free communication be- 
tween brain ventricles and the subarachnoid 
spaces of the spinal cord, by compression of 
the aqueduct of Sylvius or of the foramen of 
Magendie. 

Many of the tumors were found in the 
region of the aqueduct or in the cerebellum. 
Death resulted practically in all the cases 
from respiratory paralysis. Autopsy reports 
showed in most cased hydrocephalus internus 
and empty spinal spaces. In those cases 
where intercommunication between brain 
and cord had already been markedly inter- 
fered with, the cerebrospinal pressure (nor- 
mally about 150 mm. of water) was strikingly 
low (in contrast to evidently increased 
intracranial pressure,) or fell abruptly after 
the removal of one or two cc. of fluid. 


The essential facts of the case to be reported are 
as follows: A woman of 48 years was first examined 
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in November, 1909, because of a chronic stomach 
complaint, associated with extreme nervousness 
and occipital headaches of many years standing. 
Examination failed to reveal any definite organic 
disease, and from the results of a number of test 
meals a diagnosis of hyperchlorhydria on the basis 
of a gastric and general neurosis was made. Under 
simple hygienic measures and care in her diet the 
patient improved, with however, recurrent attacks 
of nervousness, increased stomach distress, and 
headache of a migraine type. June 14th, the patient 
remained in bed because of a severe frontal head- 
ache, stomach discomfort, and loose bowels follow- 
ing a supposed indiscretion in diet. During the 
succeeding days she became rapidly worse, the in- 
tense frontal headache, now localized somewhat to 
the right side, dominating the clinical picture. June 
17th, at 8 A.M., her temperature was 99.2°, pulse, 
80, leucocyte, 15,000, blood pressure, 150 mm. Hg. 
Urine scanty, 1,028, a trace of albumin, a few hyalin 
casts. That evening at 11 P. M. following consulta- 
tion and with the hope of relieving the intense head 
pain and of throwing some light on the diagnosis, 
a lumbar puncture was performed, and 14 cc. of a 
clear watery fluid was obtained mot under increased 
pressure.' A manometer was not used. Follow- 
ing the puncture the condition of the patient 
remained unchanged, blood pressure, pulse, and 
respiration being the same. ‘The headache appar- 
ently was as intense as before. At 7 o’clock the 
morning of the 18th, the patient’s condition was 
slightly worse. There was almost constant rest- 
lessness, moaning, and complaint of right frontal 
pain. Examination showed the left patellar reflex 
markedly exaggerated, with a positive left Babinski 
and suggestion of a left foot clonus. A right 
Babinski was suggested but not positively present. 
At 8 o’clock the morning of the roth, the patient 
had failed perceptibly. She lay in a semicomatose 
state with frequent outbreaks of moaning and 
complaints of pain. An ophthalmoscopic examina- 
tion showed a definite edema of the left disk,— the 
right was not clearly seen. There was some evidence 
of beginning facial paralysis on the left side, part of 
a general left hemiplegia. The pulse was rapid but 
of poor quality and frequently intermittent. At 
12:15 the patient became suddenly cyanotic and 
stopped breathing. In spite of hypodermic stimula- 
tion and artificial respiration, no response was 
obtained. The heart stopped at 12:30, thirty-seven 
hours after lumbar puncture. An autopsy was 
performed nine hours later by Dr. Le Count. 
There were no noteworthy microscopic changes in 
heart, lungs, liver, kidneys, adrenals, stomach, or 
spleen. On removing the skull cap and cutting 
through the dura a small amount of amber fluid 
was found. Attached to the under surface of the 
dura and pressing into the right half of the brain was 
a hazel nut sized firm tumor. Microscopic section 


1 Examination of this fluid by Dr. S. Strouse resulted in a negative 
butyric acid reaction (Noguchi). After centrifuging for 30 minutes 


the sediment showed a few small mononuclears, an average of one-fifth 
of a cell to the oil immersion field. 
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showed a typical endothelioma containing numerous 
varied sized ptyalin bodies—psammona bodies. This 
had produced a cup shaped depression in the right 
cortex anterior to the Rolandic fissure in the gyrus 
centralis anterior. The brain was apparently 
under increased pressure, the convolutions appear- 
ing flattened and in places obliterating the sulci. 
There was no evidence of meningitis. 

A portion of the medulla with a surrounding 
fringe of cerebellum had been wedged into the 
foramen magnum. The surface of the cerebellum 
showed a groove of depression, evidently from 
pressure from the supporting ledge of the fora- 
men.’ The brain was hardened in situ and sec- 
tioned a few weeks later by Dr. Rothstein. The 
first frontal section, one cm. anterior to the depres- 
sion, showed marked dilatation of the left ventricle; 
the right ventricle was compressed from the bulging 
in of the corpus caudatum toward the middle line. 
A second frontal section, cut through the posterior 
border of the gyrus centralis a little behind the 
chiasma showed two tumor areas. The larger lies 
lateral to the right thalamus opticus pushing the 
central ganglia toward the left. It appears as an 
ill defined gray green area, about two cm. in diameter. 
A second smaller tumor appears in the dorsal part 
of the corpus callosum extending into the gyrus 
singuli on both sides. Other sections show that the 
larger tumor extends from the anterior part of the 
corpus caudatum to the beginning of the pedunculi, 
lying all the time in the white substance and sep- 
arated from the ventricle by the thalamus opticus 
and corpus caudatum. The tumor shows no 
distinct limitation, its border lines fusing with the 
normal brain substance. It contains no more 
evidence of hemorrhage than the average glioma. 
The cerebral portion is of firm consistency, the 
periphery being soft. 

The small tumor lying in the corpus callosum is 
of the same character. Microscopically the tumor 
belongs to the type of large cell glioma, with areas 
of necrosis, cyst formation, blood pigment, and 
fibrin deposits. There is no microscopic connection 
demonstrable between the two tumors. 


It is impossible to judge in this case of the 
exact relationship between lumbar puncture 
and its results as interpreted from the post- 
mortem findings. It is difficult to conceive 
that such marked tissue moulding as was 
shown by the cerebellum could have been 
produced in 37 hours. It is more likely that 
the enlarging tumor and edema had, pre- 
vious to the withdrawal of spinal fluid, already 
moulded the posterior brain structure to a 
marked degree. One finds herniation of the 
cerebellum in brain tumor where lumbar 

2 Cushing has reported similar cases describing the moulding of 


cerebellum and medulla from impaction and herniation through the 
foramen magnum (s). 
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puncture has not been done, also in congenital 
hydrocephalus, spina bifida, etc. (Chiari). 
Conversely in cases of sudden death following 
lumbar puncture, wedging of the brain stem 
in the foramen magnum was not found or 
went unrecognized. It appears reasonable 
to suppose that the release of spinal fluid 
allowed the brain, already under increased 
pressure from the tumor and edema, to sink 
lower and finally to become obdurated in the 
foramen. 

As a prophylactic measure in similar cases, 
Curschman (6) recently advised the imme- 
diate reinjection into the spinal canal of a 
sterile solution to cause counter pressure. 
Quincke modifies this with the suggestion that 
the reinjection of the removed spinal fluid 
is sufficient. 
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Schlesinger (7) has seen fatalities following 
lumbar puncture but believes the procedure is 
safe if the fluid is allowed to escape very 
slowly. Rothstein advises the removal of 
only one or two cm. at a time, measuring the 
pressure with a fine lumen manometer. 

I desire to thank Dr. Le Count and Dr. 
Rothstein for their many valuable suggestions 
in the report of this case. 
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HE specimen was removed at autopsy from 
a woman who had been a patient in the 
Presbyterian Hospital. The history in 

brief is as follows: 

Miss E., age 42 years, entered the hospital Sep- 
tember 30, 1907, on account of almost constant 
pain in the head. A year and a half before 
entering the hospital the patient awoke in the 
morning with severe pain in the occipital region, 
which had continued almost in the same spot, 
and was described as a “bursting” pain. Dizzi- 
ness and staggering gait were marked from the 
outset, though there had been no falling nor loss 
of consciousness. Sight had been gradually 
failing for the previous year, with a history of 
transient diplopia. With this development of 
symptoms and conditions she entered the hos- 
pital. The brain symptoms were the prominent 
ones. All cranial nerves appeared normal with 
the exception of the second, or optic. A right- 


sided hemianopsia was present and the optic 
disks of both eyes showed approximately one 
mm. of swelling. 

A diagnosis of cerebral tumor was made and the 
patient was transferred to the surgical service 
for treatment. 


On October 21, 1907, a flap was 
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turned down in the left temporal region and an 
oval portion of the skull about five by eight cm. 
was removed. The flap was replaced, and primary 
healing followed. Cortical sensory aphasia de- 
veloped, the hernia grew larger, and the patient 
died March 27, 1909. 

The specimen. The specimen shows a brain 
covered with dura mater on its convexity and 
connected on the left side through an opening in 
the temporal region of the skull with an enlarge- 
ment apparently covered with a continuation of 
the dura mater and approximately as large as 
the left hemisphere, which it resembles somewhat 
in general outlines. The elliptical operative 
opening in the skull measures eight cm. in antero- 
posterior direction by five cm. in vertical diam- 
eter. The inner surface of the margin of the 
opening is smooth. The outer surface presents 
numerous bony excrescences, some of which 
project a centimeter or more above the level of 
the adjacent bone. To these the dura and 
periosteum were intimately adherent. 

The hernia. The hernia, as already mentioned, 
is apparently almost as large as a hemisphere and 
shaped somewhat like it. It is covered with a. 
membrane that is continuous with the dura mater 
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lining the bones within the cranium and appears 
to be of the same structure. A longitudinal 
incision throughout its convexity shows the tumor 
to be mostly cystic. There are two main 
cavities. The larger one occupies the upper half 
of the front and all of the back part of the hernia. 
Its lining appears to be the inner surface of the 
dura mater. The smaller cavity occupies the 
front and lower part and is seen to be a direct 
extension from the lateral ventricle from the 
temporosphenoidal lobe opposite which the open- 
ing in the bone is situated. The brain substance 
extends through this opening and becomes more 
attenuated the further it extends beyond its 
margins till it is barely demonstrable under the 
dura farthest from, or opposite to, the opening. 
The nearly circular opening into the lateral 
ventricle measures about three cm. in diameter. 
This cavity communicates above with the larger 
one through a circular opening with thin margins 
one and five-tenths cm. in diameter. Across its 
interior are numerous bands of cortical and pial 
tissues incompletely separating it into several 
smaller chambers. Fine web-like portions of 
pial tissues line the dura where the cortex is most 
attenuated and form a spider-web framework 
across smaller loculi. It is thus seen that both 
cavities are really continuous, and direct exten- 
sions from the lateral ventricle. The amount of 
real cerebral tissue outside the skull is quite 
small, probably not more than the expanded 
cortex of the front part of the first three temporal 
convolutions, while the larger part of the hernia, 
or the larger cyst, contains no brain tissue what- 
ever. It is merely a subdural cavity, which dur- 
ing - was filled with the excess of cerebrospinal 
uid. 

The cerebellum. Along the middle of the poste- 
rior border and upper surface of the left lobe of 
the cerebellum is an open, nearly spherical, 
cavity, measuring two cm. from side to side, and 
nearly two cm. in depth, or the exact mold of the 
subtentorial tumor connected with the cerebrum. 
The brain substance appears to be condensed in 
the walls of the deep parts of the cavity. Other- 
wise the cerebellum shows no gross changes. 

The cerebrum. On the under surface of the ten- 
torium cerebelli, which was removed with the 
brain, is a nearly spherical tumor attached to the 
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tentorium. This tumor is smooth and somewhat 
nodular, and corresponds to the depression in 
which it was received in the upper surface of the 
left lobe of the cerebellum with which it was, 
however, in no way originally connected. The 
tumor is of firm consistence and of the color of 
cortical tissue. A dissection through the ten- 
torium revealed the direct connection of this 
tumor with the under surface of the left occipital 
lobe. 

The mesial surface of the left hemisphere is 
slightly convex in its posterior portion, pushing 
the falx to the right and producing a correspond- 
ing shallow concavity in the adjacent right 
hemisphere. 

The occipital region of the left hemisphere in 
the fixed specimen appears much more resistant 
than the same region on the other side, or other 
regions of the brain. No gross changes were 
noticed in the right hemisphere or on the base of 
the cerebrum other than the extension of the 
tumor down through the tentorium. 

A coronal section four cm. in front of the 
occipital pole of the left hemisphere revealed a 
large tumor occupying most of the surface of 
the section, with smaller areas of more or less 
compressed cortical substance surrounding it. 
The line of demarcation between tumor and cortex 
was in most places quite well marked, the tumor 
apparently having displaced rather than infil- 
trated the tissues. 

The tumor. Further sections revealed the 
complete extent of the tumor, which is ovoid in 
shape and measures five cm. by seven cm. It 
is easily separable from the surrounding cerebral 
tissues and appears to have a distinct capsule 
with its own proper vessels. It is continuous 
through the tentorium with the small mass that 
lay in thecerebellum. The tumor presents a gran- 
ular homogeneous appearance macroscopically 
on section about the same color as cerebral 
tissue. Its anterior extremity extends into the 
beginning of the temporosphenoidal lobe and 
abuts against the back part of the wall of the 
descending horn of the lateral-ventricle. It does 
not appear in, nor does it invade, the ventricle. 
It does not extend into the hernia. On micro- 
scopic section the tumor is seen to be a spindle- 
celled sarcoma, 
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of obstetric surgery during recent 

years is our ability to deliver the 

foetus rapidly through the pelvic 
passages by a vaginal Cesarean section during 
pregnancy or labor. The anatomic conditions 
of the cervix during these periods are such 
that rapid dilatation by force is often asso- 
ciated with extensive and dangerous trau- 
matism to the maternal tissues, and a difficult 
extraction is frequently fatal to the child. 
The attempt to effect delivery before the soft 
parts are sufficiently dilated is ever a serious 
problem and should not be undertaken with- 
out due consideration. To injure the mother 
severely and perhaps permanently by a 
forced dilatation and a difficult delivery in 
order to save the child, which often dies with 
the attempt, is a procedure of doubtful 
utility. 

Vaginal Cesarean section is indicated 
when pregnancy or labor is complicated by 
some condition that calls for the rapid empty- 
ing of the uterus, and the obstruction from 
the soft parts is such that the mother’s life 
or health is endangered by the severe and 
prolonged efforts necessary to secure full 
dilatation. The question as to whether one 
should empty the uterus at once is a personal 
one and must depend to a great extent upon 
the experience and obstetric judgment of the 
operator. No special rules of procedure can 
be promulgated, as the complications vary 
greatly in duration and degree, while the 
extent of cervical obstruction is often an 
unknown factor. Manual dilatation will 
be found amply sufficient in many cases 
where the inexperienced operator is consider- 
ing the advisability of the vaginal Cesarean 
section. In a certain class of cases, a rapid 
delivery in from five to ten minutes will not 
reduce the mortality materially over that of 
the slower methods lasting from one to one and 
a half hours. Unquestionably, a rapid and 
skilful operation is a potent factor in saving 
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life in those cases where threatening symptoms 
have suddenly developed or where the deci- 
sion to operate has been delayed. A more 
careful supervision of our patients, however, 
will lead to the recognition of many complica- 
tions which, if properly treated, will give the 
operator more time to empty the uterus and 
hence will enable him to resort to the more 
natural methods of delivery. Even in the 
hands of experts, the operation has its tech- 
nical difficulties and cases are not rare where 
the vaginal route had to be abandoned in 
favor of the abdominal method of delivery. 

Diihrssen gives three chief indications for 
his operation: 

(1) Abnormalities of the cervix and lower 
uterine segment due to carcinoma, myoma, 
rigidity, stenosis, and partial pouchlike dis- 
tension of the lower uterine segment; con- 
ditions which render dilatation by the natural 
powers difficult or impossible. 

(2) Dangerous conditions of the mother 
which can be improved or relieved by empty- 
ing the uterus; viz., diseases of the lungs, 
heart, and kidneys, and premature separation 
of the placenta. 

(3) Impending death of the mother, as in 
vitium cordis and pulmonary edema. 

The necessity for early operation in carci- 
noma uteri generally is equally urgent when 
the condition is complicated by pregnancy. 
If the case is operable and the patient is in 
the early months of uterogestation, the 
radical operation, as performed by Ries and 
Wertheim, should be done at once. The 
interests of the foetus should be disregarded. 
If the foetus is viable or nearly so and the 
carcinoma is inoperable, an expectant line 
of treatment is recommended, until the 
pregnancy has advanced to or near full term. 
In cases where the total extirpation of the 
uterus, on the one hand, and delivery through 
the pelvis, on the other, come under considera- 
tion, the vaginal Cesarean section is pref- 
erable if pregnancy is far advanced. Gen- 
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erally, only the division of the anterior 
cervical wall is necessary, and the child is 
delivered by version and extraction. The 
best prognosis for the mother and child follow 
vaginal Cesarean section with vaginal total 
extirpation in circumscribed carcinoma of the 
portio or beginning carcinoma of the corpus. 
If the malignant process is further advanced, 
the abdominal method of operating is pref- 
erable. 

Labor complicated by myomata is best 
treated by abdominal section if the tumors 
by their size or location block the pelvic 
passages. A forced foetal delivery through 
such a pelvis is dangerous from hemorrhage, 
lacerations, pressure necrosis of the tumor, 
and sepsis. After the child has been delivered 
by abdominal Cesarean section, a myomec- 
tomy or supravaginal hysterectomy may 
follow, according to the conditions present. 

Cervical rigidity. A cervix that can be 
dilated manually within forty-five to sixty 
minutes should not be considered rigid in an 
obstetric sense unless the mother or child 
is in immediate danger. The rigid cervix 
is one altered in its tissues to such an extent 
that it obstructs normal labor and offers 
marked resistance to the dilating finger. 
The more common etiological factors are 
chronic inflammations, cervical hypertrophy, 
scars from former lacerations, amputation of 
the cervix, and tumors, principally carcino- 
mata. A relative rigidity may exist in pri- 
miparous women in premature rupture of the 
membranes associated with malpresentation 
of the foetus. If time permits, these cases 
are to be treated by metreurynsis or manual 
dilatation; if not, the vaginal Cesarean 
section offers the quickest and safest method 
of delivery. The process of metreurynsis 
is slow and therefore safe but cannot be used 
where haste is necessary. If the bag is not 
overdistended and too great traction is not 
employed, metreurynsis is a safe and effective 
method in many cases. Manual dilatation 
demands considerable strength on the part 
of the operator and is associated with greater 
danger of tearing. The extent of laceration 
is usually dependent upon the degree of cer- 
vical effacement. 

Eclampsia at the present time furnishes 


SURGERY, GYNECOLOGY AND OBSTETRICS 


the largest number of cases for vaginal 
section. While we are still in doubt as to 
the etiology of eclampsia, we can assume that 
it consists of a toxemia having its source 
in the placenta or foetus. Clinical experience 
appears to show that the maternal mortality 
is not altered by any special operative 
procedure, but is wholly dependent upon the 
injury to the vital organs of the mother, and 
further, that this injurious process tends to 
increase with the duration of labor. Until 
we are able to combat eclampsia with a 
specific therapy, we must depend upon the 
efficacy of immediate delivery as the best 
method of procedure. Those cases of eclamp- 
sia breaking out during the later weeks of 
pregnancy or at the beginning of labor in the 
primiparous woman offer enormous diffi- 
culties to any form of pelvic delivery than by 
vaginal Cesarean section. It is further 
known that delay in delivery is detrimental 
to the interests of the child, and a rapid and 
safe extraction is necessary to save its life. 

In Albeck’s recent figures of 105 cases of 
eclampsia with delivery effected before the 
soft parts were dilated, 25 died (23.8 per cent). 
The vaginal section was performed eleven 
times. This author reports the following 


table: 
Maternal Mortality Foetal Mortality 
Percentages Percentages 


28 cases delivered after 


first convulsion...... 14.3 16.1 
30 cases delivered shortly 

after 1 or 2 attacks... 10.0 $9.5 
54 cases delivered after 

3 to 20 attacks... .... 16.6 44.4 
29 ~cases__ delivered 


When these figures are compared with 
Stroganoff’s report of 360 cases of eclampsia 
with 6.6 per cent maternal and 21.6 per cent 
foetal mortality by the expectant treatment, 
one comes to the conclusion that this great 
variance in clinical reports proves that the 
intensity of the toxemia varies greatly and 
that the real factor is still an unknown 
quantity. While no other author has been 
able to parallel Stroganoff’s results under the 
expectant line of treatment, rapid delivery by 
operative methods has reduced the mortality 
in Zweifel’s clinic from 32 to 15 per cent, and 
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in Bumm’s clinic from 30 to 14 per cent. In 
selected cases, when delivery was effected 
after the first convulsion, these same operators 
reduced their mortality rates to 6.5 and 2.5 
per cent respectively. The foetal mortality 
in eclampsia of 35 to 50 per cent is still high 
under the older methods of treatment and 
this should be improved by a timely vaginal 
Cesarean section in selected cases. 

Vaginal hysterotomy has also been done in 
the pre-eclamptic state before the occurrence 
of convulsions, and with beneficial results. 
The indication for delivery is equally as urgent 
as after convulsions have occurred. Indeed, 
the most fatal forms of eclampsia are not 
characterized by convulsions. The diagnosis 
of the pre-eclamptic state is one of great 
importance and often of difficulty, but when 
once recognized, no time should be lost in 
delivering the mother. 

Placenta previa. Considerable discussion 
has centered around placenta previa as an 
indication for vaginal Cesarean section. 
Diihrssen, Bumm, Biittner, Henckel, and 
Sellheim have all obtained favorable results 
from anterior hysterotomy and strongly favor 
the indication. In Déderlein’s clinic, all 
the cases of placenta previa in the last 18 
months (excepting two cases where the inci- 
sion was not necessary) have been treated 
by vaginal Cesarean section. This operation 
is given the first preference. Seitz claims 
that he has never observed an extension of the 
incision nor any laceration of the previal 
tissues. Furthermore, he states that he has 
never seen any exceptional bleeding from the 
wounds or elsewhere. He advises the Mom- 
berg treatment in conjunction with the 
operation, and claims that its action allows 
the operator more time to suture the incisions. 
It may also obviate the necessity for the 
uterine tampon. In all, 15 mothers were 
saved in 15 cases. Of the children, nine 
were saved; two were premature, ‘and three 
dead before operation. Zweifel, on the other 
hand, advises against either the abdominal or 
vaginal Cesarean section in placenta previa. 
He states that in the latter operation, the 
extension of tears, danger of hemorrhage, 
and difficulty of the technique are far too 
serious as compared with version and extrac- 
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tion, and that the maternal mortality would . 
be increased by the operation. Holmes 
claims that vaginal Cesarean section is not 
a proper procedure for placenta previa. The 
vascular condition of the cervix permits free 
bleeding from the necessary incisions. The 
rapid extraction of the foetus causes a great 
shock to the anemic patient and may lead 
directly to her death. He states that 
vaginal hysterotomy with a maternal mortal- 
ity of 12.5 per cent will not compare with the 
treatment by tamponade, metreurynsis, and 
Braxton-Hick’s version, with a mortality of 
3.3 per cent in 1,029 cases. 

By far the safest treatment to be recom- 
mended for the general practitioner is 
Braxton-Hick’s version with very slow deliv- 
ery of the foetal body. Traction on the leg 
should be great enough to stop the bleeding 
but not enough to lacerate the cervix. If 
the medical attendant is more expert, a 
metreurynter may be placed on top of the 
placenta and an effort made to save the child’s 
life. If the interests of the child are great, 
the abdominal Cesarean section is to be 
preferred. De Lee advises the abdominal 
Cesarean section for placenta previa in 
primipare at or near term, or multipare 
at or near term, with partial or complete 
previa when the cervix is closed and tight, 
and sepsis is absent. 

Premature detachment of the normally 
implanted placenta in its severe grades 
demands the immediate delivery of the 
mother. If the cervix is soft, as it frequently 
is from the associated anemia, manual dilata- 
tion or the deep cervical incisions may be 
employed and the greater number of cases 
can be treated in this manner. If the cervix 
is uneffaced, the os uteri not dilated, and the 
condition of the mother critical, Casarean 
section is indicated. The abdominal method 
is preferred in contracted pelves, in the 
absence of sepsis, and when the patient is in 
a hospital. The argument is made that in 
vaginal hysterotomy the free bleeding ob- 
scures the field of operation and the surgeon 
is compelled to work in the dark. That this 
statement is true in some instances is amply 
borne out in clinical experience. Seitz re- 
ports five cases of anterior hysterotomy for 
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premature separation, with five recoveries 
and without great technical difficulties. De 
Lee reported three cases, in one of which the 
operation had to be completed under the 
guidance of the palpating finger. 

Vaginal Cesarean section has been per- 
formed with varied success for a long list 
of general and extraneous conditions. Edema 
of the glottis, bronchitis, pneumonia, tuber- 
culosis of the lungs, pleurisy, pulmonary 
edema, uremia, brain disease, poisoning, 
burns, pyelitis, and hyperemesis have been 
reported by various authors. 

Its performance upon the moribund woman 
is advocated in preference to the abdominal 
route, because it is easier to obtain the consent 
of the family, and in this condition the opera- 
tion is relatively painless. 

Only recently has the operation been 
performed in the interests of the child. The 
objections to perforation of the living child 
or of allowing it to die in utero are freely 
acknowledged and every effort should be 
made to save its life consistent with safety 
to the mother. Diihrssen reports two opera- 
tions for foetal indications. In the first, the 
mother had been in labor three days. The 
labor was dry and the liquor amnii was 
stained with meconium. Both mother and 
child lived. In the second case, the foetus 
was overdue and labor was induced by the 
de Ribes balloon. When this was removed, 
the cord prolapsed. A vaginal Cesarean 
section was done at once and the child saved. 
Seitz reports three cases of vaginal Cesarean 
section for prolapse of the cord, and saved 
two, the third dying from prematurity (length 
42 cm., weight 1,900 g.). In another case of 
transverse presentation, a difficult version 
was done and the cord found prolapsed. It 
was impossible to replace it. The trunk 
and arms were quickly extracted but the head 
was too large to pass. A vaginal Caesarean 
section was done and a living child delivered. 
In another case of transverse presentation 
with prolapse of the right hand and uterine 
rupture threatening, the vaginal section was 
performed before version and a living child 
was extracted. 

It is believed that prolapse of the cord and 
other factors in foetal asphyxia should not be 
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considered indications for the vaginal Czsar- 
ean section at the present time, except in the 
hands of the expert operator and then in the 
hospital, but as the surgeon becomes more 
experienced in his work, his personal equation 
may enable him to perform the operation 
successfully in the home or elsewhere, for 
various foetal indications. 

Although Diihrssen claimed the first and 
second grades of pelvic contraction as an 
indication for vaginal Cesarean section, his 
precept has not been generally recognized. 
The majority of operators prefer the ab- 
dominal route if pelvic contraction interferes 
with the delivery. Seitz reports an unfavor- 
able case of this nature: The hysterotomy 
was difficult because the anterior lip was 
caught between the skull and symphysis 
pubis. A difficult forceps extraction followed, 
laceration of the anterior wall into the urethra 
and bladder leaving a vesico-urethro-vaginal 
fistula, which was repaired later. Later, 
two cases of contracted pelves (c. v. of eight 
and nine cm.) were treated by hebosteotomy 
and anterior hysterotomy and both mothers 
and children recovered. This combination of 
vaginal Cesarean section and hebosteotomy 
requires further clinical experience before the 
indication will be accepted. The shock, 
liability to hemorrhage, laceration of tissue, 
and sepsis will militate against it. 


TECHNIQUE 

The vaginal Cesarean section, while an 
operation for the specialist and the hospital, 
has been done frequently in the private house 
with satisfactory results. The operation 
requires the presence of a surgeon skilled in 
pelvic and abdominal work, and two assistants 
in addition to the anesthetizer. The lithot- 
omy position is used, and a good horizontal 
light is required for intelligent work. A 
hypodermic injection of ergot is given before 
operating. 

The primary step of the operation consists 
of an enlargement of the vaginal outlet so that 
the uterus may become accessible. This is 
accomplished preferably by manual dilata- 
tion. If the soft parts are very rigid, the 
Diihrssen or Souchardt incision may be 
made, but the extent of these cuts and the 
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difficulty of obtaining primary union are 
serious drawbacks. Furthermore, they are 
rarely necessary De Lee recommends a 
deep episiotomy on that side to which the 
occiput points, if forceps are to be used; on 
the opposite side if version is to be employed. 
This tends to avoid laceration of the soft 
parts during extraction. The cervix is now 
exposed by short perineal retractors, and the 
anterior lip is drawn down by two pair of 
volsellum forceps. It is important to secure 
some dilatation of the cervix before operation 
in order to permit free drainage of the lochia. 
The necessity for this procedure is shown by 
Riihl’s case, where over a liter of fetid lochia 
was retained. 

The vaginal mucosa is then incised from a 
point two centimeters below the urethral 
orifice to a short distance above the external 
os. A short transverse incision about five 
centimeters in length or about one-third of 
the circumference completes the T shaped 
incisions. These incisions only extend through 
the mucosa. The bladder is now separated 
by blunt or finger dissection upward to the 
peritoneal reflection, and this is carried lat- 
erally for a short distance on either side in 
the direction of the broad ligaments. 

The cervical flaps are held firmly by 
volsellum forceps and the bladder is protected 
by an anterior retractor. The cervix is now 
split in the median line by scissors. If the 
incision is not made in the median line, there 
is danger of injuring the well developed 
uterovaginal, cervicovaginal, and vesicovag- 
inal plexuses of veins. The length of the 
incision depends upon the duration of preg- 
nancy, the size of the foetus, and cervical 
dilatation. It usually measures from five 
to nine centimeters. 

Diihrssen recommended an incision of the 
posterior wall, and claimed that rupture into 
the peritoneal cavity was to be feared when 
only the anterior incision was made. The 


posterior wall was incised to the peritoneum 
covering the Douglas cul-de-sac and this was 
separated from the uterine wall until the 
internal os was accessible to the scissors. 
Diihrssen made this posterior incision first. 
The volsellum forceps are now replaced by 
silk bridles. 


The membranes are ruptured 
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and the child turned and extracted. If the - 
head is in proper position, it may be delivered 
with forceps. Version and extraction is the 
method of election. The placenta is removed 
at once and the uterus massaged vigorously. 
In case of hemorrhage, the Momberg treat- 
ment may be tried or the uterus tamponed 
with a long strip of gauze. If bleeding is 
slight or absent, the anterior uterine wall is 
pulled down by traction on the bridles and 
additional volsellum forceps until the upper 
angle of the wound is reached. The uterine 
wall is now closed by a continuous catgut. 
The stitches should be close together and 
include the entire wall, care being taken not 
to suture the tampon. The vaginal mucosa 
is repaired by interrupted catgut and a small 
drain is inserted into the vesicouterine space 
and allowed to remain for 24 hours. If the 
posterior incision has been made, this is 
closed first by a continuous catgut through the 
entire wall, and the vaginal mucosa closed 
by interrupted catgut. 

In the radical operation for carcinoma, the 
uterus is removed vaginally. The carcin- 
omatous tissues are thoroughly seared with 
the Pacquelin cautery. The incisions are 
made in the anterior and posterior walls, as 
has been described, as far as the peritoneal 
reflections. The peritoneum is then opened 
at both places. Aided by successive applica- 
tions of the volsella, the uterine body is 
bisected with scissors. The ligaments are 
then ligated and the organ removed. This 
technique is similar to that of Peter Miiller. 
The bleeding is slight, as the downward 
traction nearly closes the vessels. 

Two modifications of Diihrssen’s technique 
have been reported, one by Déederlein, who 
made the uterine incision without dissecting 
the vaginal mucosa and separating the bladder 
from the uterus. He simply applies the 
volsellum forceps to the cervix and pulls it 
down forcibly, and cuts with the scissors 
until the opening is large enough for delivery. 
The claim is made that the bladder recedes 
as the uterus is pulled downwards. In three 
cases treated in this manner, no accidents are 
reported. Lunckenbein reports another suc- 
cessful case. Sheldon, however, cut the blad- 
der in a case of placenta previa. As Diihrssen 
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justly states, this modification is a step in the 
dark and is not to be recommended. 
Diihrssen himself has devised a method 
called the ‘‘metreurynterschnitt,’”” whereby 
he seeks to render the anterior uterine wall 
more accessible. It is a well known fact that 
in some cases it is almost impossible to pull 
down the cervix so that the incision can be 
made by sight. Extra traction on the vol- 
sellum forceps merely results in their tearing 
out of the soft cervical tissues. Diihrssen 
overcomes this in a measure by using the 
metreurynter to enable him to draw the lower 
uterine segment and cervix down to the outlet. 
He employs two bags having a circumference 
at the bases of 9.5 and 10.5 centimeters, and 
holding 300 and 500 cc. respectively. The 
tubing of one balloon is attached to a glass 
tube. When this bag is inserted into the 
uterus, the other bag is filled with an anti- 
septic solution and its tubing is fixed to the 
same glass. By making pressure on the 
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external bag, water is forced into the intra- 
uterine metreurynter. This mechanism pre- 
vents overdistension of the bag. ‘Traction 
is now made on the tubing, and if it is impos- 
sible to await a natural dilatation, an assistant 
pulls the tubing downward so as to expose the 
anterior vaginal wall. The opening in the 
vaginal mucosa is made and the bladder is 
freed in the usual manner. When the 
plica vesicouterina is visible at the upper 
part of the incision, a suture is taken at the 
apex to guard against further tearing and to 
obtain better access to the parts after delivery. 
If the tubing does not easily pass through the 
incision, it is pulled upward and a posterior 
incision made. The author claims the com- 
bination of the balloon with the uterine 
incisions constitutes a new principle in obstet- 
ric surgery, as it enables one less experienced 
in pelvic surgery to resort to vaginal Cesarean 
section without the formidable obstacles so 
often encountered in the original operation. 


disastrous radical operative treatment 

of acute pelvic infections is so well 

known that the surgeon is logically im- 
pressed with the necessity of conscientiously 
following conservative treatment in chronic 
inflammatory infections before resorting to 
the radical surgery of the upper pelvic zone. 
The non-operative treatment of acute pelvic 
infections, while there is a rise of temperature, 
pulse, and a leucocytosis, is now generally 
accepted, except in extraperitoneal drainage 
vaginally or above Poupart’s ligament. in 
pelvic abscess. 

The preferable time for operating abdom- 
inally upon chronic inflammatory masses in 
the pelvis has been well set forth by H. S. 
Crossen (1). He says that the first thing to 
consider in abdominal operations is the deter- 
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mination of the germ or getms causing the 
infection. The gonococcus becomes sterile 
or inactive after a short period has passed, 
while the streptococcus remains active in- 
definitely, and he therefore argues that an 
abdominal operation in, the latter case is 
always attended with the grave possibility 
of inviting a fatal peritonitis. Certainly we 
are not justified in proceeding with radical 
measures in mild infections and in primary 
attacks of more virulent types. This is 
especially so in young women where there is 
no danger of temporizing, and also where the 
economical question of making a livelihood 
can be ignored. This is of great importance 
from the sociological standpoint of preserving 
the female function of procreation, while we 
must consider the psychological impression 
which depresses the patient with the knowl- 


edge that she has been unsexed. The gyne- 
cologist is becoming more and more deeply 
impressed with the numerous cases of infec- 
tion which have come under his observation, 
and which have cleared up, and a subsequent 
impregnation has accentuated the fact that 
at least one of the tubes has functionated. 
Occasionally we see a patient with a severe 
infection who recovers symptomatically with- 
out a radical operative procedure. 

Among the later conservative treatments, 
we must agree that bacterial vaccinations 
challenge the right to be placed at the head 
of the list in favorably influencing both acute 
and chronic infections. In analyzing the 
results obtained by the use of vaccine by a 
number of individual workers there has not 
been a sufficient number of cases to warrant 
definite conclusions. We must bear in mind 
the fact that local treatments with the hot 
douches rank in many instances equally high 
in percentage of satisfactory results. Carry- 
ing out this line of thought still further, we 
must ask ourselves if some of these cases 
without any local treatments whatsoever 
might not have responded to nature’s per- 
petual tendency to right herself if sufficient 
time had been allowed her to perform a cure. 
However, this may be, we have sufficient 
evidence on hand to impress us favorably 
with the beneficent results of vaccine treat- 
ment, especially autogenous vaccines. This 
remedy holds out no promise to cure the in- 
fection primarily, but in these selected cases 
where the resistance is below par, and the 
leucocyte count is low, we seem to have suffi- 
cient evidence that the resistance of the pa- 
tient is increased, enough so to warrant us in 
criticizing ourselves if we have ignored one 
of the promising measures which advanced 
science holds out to us. 

In inflammatory processes of a gonorrhoeal 
origin, and standing next in importance to 
vaccines, the author would place the atropine 
treatment as recommended by Dr. Carl 
Schindler (2). The drug is administered 
both per os and hyperdermatically and is con- 
tinued during the acute symptoms to prevent 
rhythmic contractions of the uterine structure 
and its adnexa, and thus acts as a prophy- 
laxis against the extension of the disease. 
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He has demonstrated his theory most con- 
clusively by animal experimentation. The 
therapeutic action is analogous to the use of 
atropine in gastric ulcer and in ophthalmic 
practice, where local rest to the part is indi- 
cated. The administration of the drug 
should be coupled with physical rest, sunshine, 
nutritious food, the ice bag, and cold sponging, 
all of which have the same object in view; 
viz., to increase leucocytosis and thereby 
raise the patient’s powers of resistance. 

When the sufferer becomes convalescent, 
and the temperature and pulse as well as 
leucocyte count is normal, the impatience of 
the invalid for a return to perfect health is 
frequently the greatest factor the surgeon 
has to contend with. Not infrequently it 
requires considerable moral force to with- 
stand the importunities of his patient for a 
speedy and radical cure. Unfortunately the 
mental depression caused by the sexual 
derangement is no mean factor in prolonging 
the convalescence. Dr. J. von Gschwend 
aptly says: “No organ of the human body 
remains uninfluenced when there are diseased 
sexual organs present.” The vicious circle 
which is thus set up militates against the 
patient’s welfare. At this stage, if we are 
convinced that our patient is making slow 
progress toward health, it is our imperative 
duty not to interfere with nature until she has 
had ample opportunity to make an eventual 
cure. At least she should be given a chance 
to make a partial one, perhaps a far better 
one than we could hope to achieve with an 
artificial interference of surgery. 

At this juncture the hot air treatment 
recommends itself to us. Heat is the old- 
est, as well as the most reliable of thera- 
peutic measures in the treatment of inflam- 
matory conditions that we possess. However, 
Gschwend (3) warns us emphatically of the 
need of selecting our cases. He speaks of 
the possibility of converting an active hyper- 
zmic condition into a passive one, or a local 
congestive state, with too prolonged an ad- 
ministration combined with too high tem- 
perature. He points out with unmistakable 
clearness the dangers associated with pro- 
ducing a local congestive hyperemia, espe- 
cially in those patients who present symptoms 
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of sexual neurasthenia, due either to a weak- 
ening or an overstimulation of nerves. He 
believes that in both classes of cases the 
stimulus of blood overly saturated with car- 
bonic acid is conveyed reflexly from a general 
or local venous swelling by way of the vaso- 
motor system. He thinks that many cases 
which eventually come under the heading of 
one of Krafft-Ebing’s classifications, have 
originated in the unskilful local treatments of 
physicians who have endeavored to produce 
an active hyperemia. Many gynecologists 
must plead guilty before the student of 
social hygiene to a grievous defect in the moral 
aspect of routine treatments of tamponades, 
douches, Bier’s suction apparatus, and mas- 
sage. None of us, especially we who have 
had experience in clinics, can have failed to 
have observed what Dr. Gschwend has so 
clearly put before us. We must acknowl- 
edge that our local treatments have not only 
failed to be beneficial, but have produced at 
times, with most skilled and conscientious 
manipulations, unfortunate erotic manifes- 
tations. Generally speaking, various meth- 
ods of local treatment must not be gone into 
lightly in cases of young women who are 
passing through their adolescence, especially 
those who are erotically inclined. Unfor- 
tunately a large per cent of unmarried patients 
who come to us for pelvic disorders are 
frequently suffering from inflammations of a 
gonorrheeal origin, and therefore often come 
under this classification. As for those who 
are suffering from innocent inflammations, 
congestions, etc., it is not for us to thought- 
lessly break down barriers of modesty by 
undue exposure incident to local treatments, 
douches, and massage. Only too frequently 
the benefit derived from such a procedure is 
ofiset by the patient having her mind in- 
directly focused upon her sexual organs, 
and our unnecessary or unskilled manipu- 
lations may awaken a subconscious sexual 
clamor. 

The application of heat as recently advo- 
cated by Dr. Oskar von Vertes (4), and sim- 
plified by Gellhorn, attracts us as the treat- 
ment par excellence in those cases which 
are indicated by the presence of pelvic exu- 
dates with normal temperature, pulse, and 
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leucocyte count. The entire pelvic area is 
generally treated, none of the objections 
above mentioned come before us, and with 
few exceptions all the classical advantages 
enumerated by Byron Robinson (5) for the 
douche are accomplished. 

The technique of applying hot air is ex- 
tremely simple and can be used with equal 
facility at the residence, office, clinic, or hos- 
pital. The author has modified Gellhorn’s 
(6) apparatus into one conical sheet iron, 
lined with asbestos, and provided with 
eighteen sixteen candle power lights, six of 
which can be turned on or off with a switch 
if desired. The patient’s abdomen is bared 
by the nurse to the umbilicus, the conical 
apparatus is placed over it, and a large blan- 
ket covering the surface and including the 
two ends is so placed as to retain the heat. 
For clinical and private use the author has 
not found it necessary to follow his _ther- 
mometer, but has been guided by his pa- 
tient’s endurance of the heat. The average 
application is for about 20 minutes, with a 
temperature of 200 degrees F. Vertes dem- 
onstrated experimentally that there was an 
injection of the peritoneum of rabbits when 
exposed to dry heat. The author determined 
by a recent clinical observation that a patient 
with the abdomen bared endured with com- 
parative little discomfort a temperature of 
250 degrees F. for 20 minutes. No burn was 
produced. From time to time the perspira- 
tion was wiped off. Before applying the 
heat, the temperature in the mouth was 98.2°, 
and the pulse, lying down, 79. The tem- 
perature in the groin was 97.7°. After the 
heat had been applied for 25 minutes, the 
temperature in the mouth had risen to 9g.1° 
in the groin to 100.4°, and the pulse, lying 
down, was 91. The leucocyte count, taken 
immediately before and immediately after 
the application of heat, had increased 1980. 

Although the author has had no practical 
experience with the electrical instruments 
recently invented by Gschwend, he does not 
feel that this paper would be complete with- 
out calling attention to them. Because of 
their meaning and for sake of brevity, 
Gschwend has named them, respectively, the 
biotherm, which can be used{by either sex; 
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the colpotherm, for inflammatory conditions 
of the female urethra, the uterus and ad- 
nexa; and the phallotherm, for infectious 
and non-infectious catarrh of the urethra in 
men, and the diseases of the prostate. These 
instruments are comparatively simple in 
structure and are made on the order of the 
actual cautery. With the aid of a ther- 
mometer, the heat is exactly regulated, and 
the instrument is readily connected with 
the electric light. In deference to Professor 
Fenger’s experiments, which prove that the 
gonococcus cannot withstand a temperature of 
4o degrees C. (104° F.) for a period of six 
hours, he advises the use of the colpotherm, 
registered at the temperature of 40 degrees 
C. for from 2 to 3 hours, or even longer in 
active severe gonorrhoeal infections. His 
apparatus does not heat the external geni- 
talia, can be easily introduced into the vagina 
by the patient or her nurse in hospital prac- 
tice, or the intelligent patient herself can 
easily adjust the instrument in her own home 
and use it with entire safety. 

Of the many more or less complicated 
modifications of appliances for the adminis- 
tration of heat, this seems to promise, the- 
oretically at least, much satisfaction for the 
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future. At any rate we can not do better 
than to conclude, as does Gschwend in his 
article, by quoting Professor von Bier: “I 


do not know of a single remedy that can be’ 


used in such a number of illnesses, and that 
serves nature in such a rich degree in the 
removal of so many diseased conditions, and 
permits of such extensive application.” 
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THE DIAGNOSIS OF 


LL sorts of mental disturbances may 
follow a surgical operation. Among 
these disturbances we should men- 
tion: Delirium, hysterical excitement, 
obsessions, especially morbid fears, illusions, 
hallucinations, amnesia, confusion, impul- 
sions, hypochondria, melancholy, and actual 
insanity.” 

“Years have passed since the writer served as one of Dr. Chapin’s 
assistants in the Pennsylvania Hospital for the Insane. During those 
years the nomenclature and classification of insanity have been “greatly 
changed. Hence in this paper terms are used which will meet with the 
just criticism of alienists. My excuse for this paper is the excuse the nurse 


made to Mr. Easy when charged with having had an illegitimate child, she 
said, “But it was such a little one. 


POSTOPERATIVE 


By JOHN CHALMERS DaCOSTA, M. D.. PHILADELPHIA, PENNSYLVANIA 


Samuel D. Gross Professor of Surgery, Jefferson Medical College 
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INSANITY! 


It is certain that genuine insanity may 
arise after an operation. There are many 
cases on record. It is, however, seldom met 
with. Of 1,000 laparatomy cases, four will 
probably go insane. If we exclude from con- 
sideration removal of, or operations upon, the 
ovaries, insanity is no more frequent after 
abdominal than after other operations. If 
we exclude odphorectomy, orchidectomy, 
other operations on the genitourinary organs, 
and brain operations, there is no special ele- 
ment in a particular sort of surgical operation 
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to cause insanity. A brain operation directly 
and perhaps grievously damages the brain, 
but in spite of this is seldom followed by 
insanity. The removal of the ovaries induces 
a sudden menopause and deprives the organ- 
ism of the internal secretion of the ovary, 
which is probably of value to the nervous 
system. The menopause is always a peril 
to the mind and a sudden is more perilous 
than a gradual menopause. 

Mental disturbance is common after or- 
chidectomy, even in old people, and is prob- 
ably in part dependent on the removal of an 
organ which furnishes an important internal 
secretion. 

Postoperative insanity is more common 
in women than in men, and less common in 
children than in adults. A trivial surgical 
operation is just as likely to be causal as is 
a mutilating procedure. 

The elements connected with a surgical 
operation that make it a possible cause of 
insanity are as follows: 

The patient may have long suffered from 
fear, pain, insomnia, or exhaustion; he worries 
before, and probably takes a general anes- 
thetic at the time of, operation. The oper- 
ation produces shock and loss of blood and 
the anesthetic may poison him. After the 
operation there may be postoperative pain, 
insomnia, anxiety, fear, and homesickness. 

In all cases of postoperative insanity, there 
is predisposition, hereditary or acquired. 
There was long preparation of the patient or 
of his ancestors. The operation (and its 
elements) coristitutes only an exciting cause 
acting on a predisposed nervous system. 
Such individuals were in danger of insanity 
before the operation was performed and would 
have probably gone insane anyhow sooner 
or later, when exposed to the chances, the 
changes, and the worries of life, even had no 
operation been performed. A normal, stable, 
healthy brain will probably never go insane 
after an operation, unless that operation 
attacked the brain, removed the testicles, or 
removed the ovaries. 

In many cases the predisposition is hered- 
itary. In others heredity plays no part, or 
at least cannot be shown to be a factor. 

Some of the reported cases of postoperative 
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insanity were actually on the eve of an out- 
break or were really insane when the operation 
was performed, the mental condition having 
escaped recognition, and having grown rapidly 
and gravely worse after operation. 

Insanity may come on immediately after 
the operation and should it do so the an- 
zsthetic may usually be regarded as the most 
active exciting cause. In these cases, accord- 
ing to Savage, the patient is insane on waking 
from the anesthetic sleep. I have never 
seen such a case. Postoperative insanity not 
due to the anesthetic comes on usually in 
from three days to two weeks after the opera- 
tion. An acute insanity comes on usually in 
from three to five days. States of fixed and 
limited delusion may come on much later 
than two weeks after operation. If a person 
has ever been insane an operation exposes 
him to very distinct danger of another out- 
break, and on such a patient only an operation 
of necessity is justifiable. If any other sort 
of operation is decided upon the risks should 
be explained beforehand to the patient and 
the family. Operation on an insane person 
may leave him unchanged, worse, or better 
mentally. Accurate prediction as to what is 
going to happen is impossible. There is no 
special mental condition characteristic of 
postoperative insanity. There may be mania, 
melancholia, stupor, or a delusional state, but 
the commonest condition is acute confusional 
insanity. This confusional state is char- 
acterized by confusion of thought and incoher- 
ence of speech, delirium, usually illusions and 
hallucinations, sometimes changing delusions, 
almost always revery and occasionally stupor, 
but there is not the real emotional exaltation 
of mania or the real emotional depression of 
melancholia. The delusions of confusional 
insanity are called by Grasset dream delu- 
sions. They flit and change and are as 
fragramentary and unsubstantial as_ the 
images of a dream. The two most active 
causal elements of insanity which are asso- 
ciated with a surgical operation are fear and 
worry. 

That fear is a very powerful depressing 
emotion is certain. Many well known facts 
show its power. It can sober a drunken man, 
can make the milk of a mother poisonous to a 


DaCOSTA: THE DIAGNOSIS OF POSTOPERATIVE INSANITY 


baby, can cause jaundice, diabetes, epilepsy, 
chorea, miscarriage, temporary paraplegia, 
aphasia, paralysis agitans, catalepsy, loss of 
speech, loss of sight, syncope, grayness of 
the hair, and even death. Cases illustrating 
these various happenings are on record. 
When fear can cause these things it scarcely 
surprises us that it may cause insanity. In 
fact an anteoperation fear may become a 
postoperation phobia. And yet I do not 
believe that fear (or its acute and sudden 
manifestation, fright) is often responsible for 
insanity. Most people, if very badly fright- 
ened, refuse operation. It is my experience 
that most people go to the operating room 
with reasonable calmness, many of them 
with heroic firmness and determination, 
some of them with actual satisfaction at the 
prospect of being freed from a loathsome 
disease, a torturing pain, or a condition 
threatening life. 

Worry before the operation is a very com- 
mon antecedent of postoperative insanity. 
Many victims of postoperative insanity were 
terribly worried and depressed for a long 
time before operation, dreaded and shrank 
from operative treatment, but finally accepted 
it or were urged into it. Some came to 
operation expecting to die. Many morbidly 
magnified the anticipated pains and perils. 
Many of these victims of postoperative 
insanity for a long time before operation had 
poor appetites, were sleepless, constipated, 
and hysterical; suffered from indigestion; 
lost much weight, and failed in resisting power. 
When such a subject of anxiety comes into a 
hospital, he or she is unreasonable, irritable, 
suspicious, and exacting, and is apt to be very 
homesick. Such a person is certainly to some 
extent predisposed to insanity and is espe- 
cially predisposed if there be a morbid 
heredity. In one so predisposed a shock, 
loss of blood, any toxic influence, any exhaust- 
ing factor, sepsis may be the last touch which 
finally overthrows the mental balance. 

Many persons worry but not to a degree to 
predispose them to mental disease. A worried 
patient not predisposed to insanity by hered- 
ity or by acquired weakness is apt to recover 
a healthy mental level very soon after opera- 
tion. The operation once well over, a pall 
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seems lifted from the spirits and worriment ~ 
usually promptly ceases. In a person predis- 
posed to insanity, by hereditary or acquired 
weaknesses, there may be no rally even after 
the successful completion of an operation, and 
the mental disturbance of anxiety may deepen 
or be translated into actual insanity. 

Postoperative insanity is practically iden- 
tical in nature and mode of genesis, with puer- 
peral insanity. Septic cases, other things 
being equal, are more liable to go insane than 
aseptic cases. 


CONDITIONS THAT MAY BE MISTAKEN FOR 
INSANITY 

Delirium. The term delirium denotes a 

state of mental excitement, sudden in 


onset, temporary in duration, and due to 
an adequate recognizable cause. It is a 
symptom of many diseased conditions. This 
disordered and excited condition of mind 
differs in no essential mental manifestation 
from some acute insanities, but it is customary 
to restrict the term delirium to the mental 
state sometimes met with in certain intoxica- 
tions, in many infections, in conditions of 
great exhaustion, in states of great emotional 
instability (as hysteria), and in organic 
disease of the brain or its membranes. Delir- 
ium is far more common from intoxication or 
infection than from organic brain disease. 
The surgeon sees it in septic cases. 

Most of the general diseases productive of 
delirium are febrile, hence the term “febrile 
delirium.” It is by no means certain that the 
elevated temperature produces the delirium. 
Both the delirium and the elevated tem- 
perature may be products of a common 
cause. In delirium a patient is out of relation 
with his surroundings and memories. ‘“‘ Men- 
tal processes are not in accordance with sense 
impressions and there is no consciousness of 
the discrepancy.” (Lectures on Diseases of 
of the Brain, by Gowers.) A delirious patient 
is restless, sleepless, talkative, and incoherent. 
He has a rapid pulse and usually fever, and 
is the victim of illusions, hallucinations, and 
delusions. The delusions are unsystem- 
atized, and rapidly changing, resemble dreams, 
and in some cases arise from dreams. A 
dream delusion may pass into an obsession 


. 
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and be carried well into convalescence. 
Gowers points out that certain features 
common in insanity seldom occur in delir- 
ium. ‘Such are the extreme and persistent 
emotional depressions of melancholia, the 
exaggeration of idea that is common in 
general paralysis, the outrageous delusions of 
personal identity met with in some cases of 
chronic insanity, and the rhetorical loquacity 
of acute mania.” (Lectures on Diseases of 
the Brain.) A man already insane can become 
delirious, and delirium may usher in an 
attack of insanity. Hence a septic delirium 
may be followed by insanity. We are con- 
sidering delirium arising in one previously 
sane. Delirium in the sane is usually of more 
sudden onset and of briefer duration than 
delirium in the insane. An accurate history 
is of great importance in founding a judgment 
regarding a delirious patient. 

Febrile delirium. If a patient with fever 
is delirious and the delirium is due to the fever, 
it will always be found that the fever began 
before the delirium. If delirium preceded the 
fever it obviously could not be due to the 
fever. 

So-called febrile delirium may perhaps in 
some cases be due purely to elevation of the 
temperature, and in others to disturbances of 
cerebral circulation, but in the great majority 
of cases it is due to poison circulating in the 
blood. 

We often see a patient with high tem- 
perature entirely free from delirium. We 
sometimes see a delirious patient with but 
trivial elevation of temperature. Some 
people become delirious from slight causes, 
and temperament seems to notably influence 
the liability to delirium. Children and aged 
persons are apt to become delirious even 
when the temperature is but moderately 
elevated. It is rare, however, to see delirium 
when the temperature is less than 102°, 
unless kidney function is much impaired. 
This may mean that it usually requires an 
intoxication or infection of sufficient intensity 
to raise the temperature to 102° to induce 
delirium. The delirium of fever is usually 
moderate but may be active. In some 
fevers it is of the form called ‘‘muttering.” 
Delirium in pneumonia is usually violent. 
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Febrile delirium is apt to make its first 
appearance in the evening, when the patient 
is between sleeping and waking. It may 
clear up when he gets wide awake, to oc- 
cur again with drowsiness. It may endure 
through the night, pass away in the morning, 
and reappear later in the day. In many cases 
it becomes continuous during the night and 
day. An outbreak of acute mania may be 
coniused with febrile delirium, but in mania 
the onset is seldom as rapid. Mania in the 
beginning is usually afebrile and may remain 
so. Even when the temperature is raised in 
mania the elevation seldom exceeds one degree 
except in that state of raging and tumultuous 
excitement called acute delirious mania. In 
febrile delirium the temperature is practically 
always 102° or over. In acute mania we do 
not have a happening which is quite common 
in febrile delirium, that is, the complete clear- 
ing away in the morning of all signs of the 
mental trouble which were so manifest in 
the night. Maniacal excitement may grow 
better or worse over and over again, but it is 
there in some degree until the mental exalta- 
tion is over. A true lucid interval is unknown 
out of the testimony given in the witness 
box. The onset of delirium differs from the 
onset of mania. In the vast majority of 
instances delirium is brief and mania is 
prolonged. What is known as transitory 
mania may last from a few hours to a day or 
two, but this condition is almost limited to 
youth, it begins with an explosive suddenness, 
in a subject highly predisposed to nerve 
storms. The majority of these subjects are 
epileptics. Transitory mania ends as sud- 
denly as it begins. It may be awakened by 
a fever, by fright, by any emotional excite- 
ment, or by severe mental strain or worry. 

The man with febrile delirium is usually 
an obviously sick man, sick, that is, from some 
bodily malady. 

Acute delirious mania may be confused with 
febrile delirium, because the sufferer from 
acute delirious mania is always ill and 
develops high temperature. His tongue is 
dry and coated, and there are sordes on his 
lips and teeth. But acute delirious mania is 
an evolution from or an aggravation of 
ordinary acute mania, and ordinary acute 
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mania precedes delirious mania. The high 
temperature, the physical illness, the total 
unconsciousness of the surroundings, are 
apparently as after thoughts. They are 
added to an ordinary mania. Hence it is 
obvious that the onset of acute delirious 
mania differs from the onset of febrile delir- 
ium, and each possesses certain distinguishing 
features. 

There is no possibility of confusing febrile 
delirium with melancholia, stupor, or delu- 
sional insanity. These three conditions are 
afebrile, are prolonged, and are usually 
gradual in onset. 

The febrile attacks of paresis are associated 
with convulsions. 

Confusional insanity may be readily mis- 
taken for febrile delirium. The analysis of 
the mental state of a delirious patient shows 
us that delirium is identical with confusional 
insanity. Acute confusional insanity may 
arise rapidly with fever, but it is more common 
after a febrile malady than during it.  El- 
evated temperature in confusional insanity 
is not prolonged unbroken. It comes, if it 
comes at all, in temporary episodes. Con- 
fusional insanity is largely devoid of real 
emotional depression or exaltation. It may 
last but a few days but is usually of much 
greater duration. Febrile delirium may be 
mistaken for the delirium of organic brain 
disease with fever. The headache of fever 
ceases when delirium begins, the headache 
of organic brain disease continues in spite of 
delirium. In brain disease delirium may 
precede fever, in febrile delirium fever always 
precedes delirium. Certain well known 
symptoms if present indicate brain disease. 
It is not necessary to dwell upon them in 
this paper. 

Delirium tremens. All surgeons know that 
a regular drinker is liable to develop delirium 
after an operation or accident or with the 
beginning of pneumonia. The man is not of 
necessity a drunkard. He is a regular hard 
drinker, usually a spirit drinker, but he may 
never have been in the habit of getting really 
drunk. 

If such a subject is injured or operated 
upon he is apt to have an almost sleepless 
night, the brief episodes of sleep, if such occur, 


being filled with horrible dreams. Day tinds . 
him restless, nervous, shaky, suspicious, and 
apprehensive. He has an absolute loathing 
for food, and, in some few cases, for alcohol, 
but usually he craves alcohol. Hallucina- 
tions, like the dream hallucinations of the 
night, come to him now even in waking 
moments. Fora few hours he may fight them 
down but they eventually possess him. The 
condition just described is called the ‘stage 
of horrors” and many cases are arrested at 
this point. In other cases, before many hours, 
uncontrollable, vivid, and dreadful hallucina- 
tions dominate the perceptions, actual delir- 
ium begins, and great general tremor arises. 
The limbs tremble, the head shakes, the face 
twitches, the tongue quivers. The patient 
cannot keep still for a single moment. He 
tries to get up, picks at the bed covers and his 
night dress, wants to start at once for any- 
where, just to get away from the horrors of the 
place he is in. His mind is in a chaos of 
everchanging and riotous ideas. He is in a 
condition of dreadful, of abject, fear. He 
talks constantly, and his talk is a combina- 
tion of delirious ideas and fanciful notions of 
things and people about him. For a time he 
remains able to recognize those about him 
but soon ceases to, and then all are regarded 
as dangerous and implacable enemies seeking 
his destruction. For a time he can by effort 
answer simple questions correctly, but this 
power soon ceases. He may fight. He may 
injure others as a cornered rat fights for life. 
He may injure himself in efforts to evade his 
persecutors. He is in a condition of panic 
terror. He moans, mutters, curses, babbles, 
shouts or prays. He looks fearfully about, 
suspicious of everybody and of everything, 
and listens furtively to hallucinatory voices. 
In this stage he is obviously physically ill. 
He is entirely sleepless, perspires profusely, 
and is very tremulous, but the tremor abates 
somewhat as the delirium increases. The 
tongue has a heavy white coat and the pupils 
are dilated. This condition of fright delirium 
with tremor lasts from two to four days, then, 
in a favorable case, the patient goes to sleep 
and wakes from hallucinations and delirium, 
but extremely tremulous and much exhausted. 

The diagnosis of the condition is marked 
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by the history of the patient, the mode of 
onset, the tremor, the physical condition, 
and the self-limitation of the trouble. 

Deprivation in a morphine or an opium 
habitué. An opium or morphine habitué who 
has been operated upon or injured by accident 
and then deprived of his accustomed drug 
may develop delirium with tremor. Mor- 
phine users are as great liars as some explorers 
and many statisticians. They seldom tell 
the truth and when they do it is more by 
accident than design. 

Now and then a surgeon undertakes an 
operation on a morphine “fiend” not knowing 
that he is a “fiend,” as the man has never 
mentioned his vice. Later delirium arises 
and, for a time, its cause may be quite 
inexplicable. In doubtful delirium the sur- 
geon should conduct a careful examination 
of the patient to see if there are upon him 
scars from the use of a needle. Of course 
the patient may have taken opium by the 
mouth and may not have used the needle. 

In delirium from deprivation of morphine 
or opium the patient is sleepless, restless, and 
very tremulous. There are complete anorexia, 
diarrhoea, widely distributed and _ severe 
neuralgic pains, and rapidly growing exhaus- 
tion. Sometimes there is inexplicable fever, 
or a chill and fever. The patient is highly 
emotional. Hallucinations are common but 
are seldom so dreadful as are those due to 
alcohol. Women particularly exhibit hyster- 
ical phenomena. Delirium occurs in most 
habitués when the drug is suddenly stopped. 
As the delirium increases the tremor gets 
worse, exactly the reverse of what happens in 
alcoholic delirium tremens. Delirium due to 
opium or morphine deprivation can be arrested 
at any minute by a generous dose of morphia. 
If this is not done the delirium lasts from 24 
to 36 hours, and then the craving is irresist- 
ible and even the most secretive victim begs 
for the drug. 

Excitement from a dose of morphine. A 
patient of mine was brought into the hospital 
and operated upon for neuroma of a stump. 
The day after operation he was much excited. 
The eyes were bright, the face flushed, the 
conjunctive injected, the pupils moderately 
contracted. He was talkative and decidedly 
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incoherent in his ideas, his speech was some- 
what thick, his mouth was obviously dry, and 
his voice was husky. After two hours of this 
condition he went into a deep sleep, from 
which he awoke weak, pale, and very trem- 
ulous. An examination of his effects dis- 
closed the cause of the excitement. His 
handbag was under his bed, it contained a 
false bottom, and beneath this there were 
dozens of bottles of morphine tablets. He had 
taken a quantity of morphine, and the drug 
caused delirium before it induced sleep. 

In every unexplained case of delirium think 
of the possibility of morphinism and search 
for the drug. The same rule should be fol- 
lowed in every case of unexplained fever or 
chill and fever. 

Cocaine delirium. I have seen a number of 
cases of cocaine poisoning and several of them 
were very alarming. Poisoning is especially 
apt to arise when cocaine is used in the 
urethra or is injected about the head. Toxic 
symptoms arise during or soon after the 
operation. In the mild cases there are 
pallor, dilated pupils, dry mouth, excitement 
and great talkativeness, rapid respiration, 
restlessness, weak pulse, tremors, and often 
elevation of temperature. The patient talks 
like one intoxicated with alcohol. The 
symptoms of poisoning seldom last beyond 
two or three hours, but when they pass away, 
the patient is left weak and tremulous. 
Usually he is sleepless the night following the 
attack. 

In more severe cases of poisoning there may 
be syncope. There are usually loquacious 
delirium, elevated temperature, and a ten- 
dency to death by respiratory failure or by 
tetanic fixation of the respiratory muscles. 
Convulsions may arise. The delirium is 
usually manifested by rambling incoherence. 
A patient may think he is engaged in the 
work of his calling. A telegraph operator 
poisoned with cocaine telegraphed for an 
hour on an imaginary key. Sometimes there 
is mental brightness. A patient of mine 
quoted Keats’s Ode to a Nightingale and told 
me that “a drowsy numbness” filled his 
veins. The diagnosis of cocaine delirium is 
clear because the cause of the condition is 
obvious. 
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Delirium from iodoform absorption. Iodo- 
form may be absorbed from a wound and 
produce toxic symptoms. Elderly subjects 
are particularly liable to absorption. The 
condition is often mistaken for sepsis, but in 
iodoform poisoning the wound looks healthy, 
in sepsis it does not. Iodoform poisoning is 
sometimes mistaken for insanity. 

In acute cases the symptoms arise suddenly 
two or three days after the operation. There 
are elevated temperature, nausea, watery 
eyes, yellow conjunctive, contracted pupils, 
running of the nose, a metallic taste in the 
mouth, yellowness of the skin, and the odor 
of iodoform on the breath. The mental 
condition is a state of hallucinatory delirium. 
In many cases there is an erythematous skin 
eruption, or an eruption resembling measles. 
Petechial and vesicular eruptions have been 
reported. Usually nephritis exists and there 
is invariably rapid loss of flesh and strength. 
Finding iodoform in the urine makes the 
diagnosis clear. Many of these cases pass 
into coma and die within a week. The 
chronic form of iodoform poisoning is some- 
times encountered and the real cause of the 
condition is frequently overlooked. It is not 
unusually confounded with insanity. A 
woman had a sarcoma of the antrum. The 
right half of the upper jaw was removed. 
The cavity was packed with iodoform gauze. 
Three days after operation she developed a 
condition supposed at first to be melancholia. 
It turned out to be due to iodoform. In 
these cases examination of the urine will 
disclose the presence of iodoform. A case of 
chronic poisoning begins gradually with 
suspicion, moroseness, irritability, and be- 
wilderment. Then the patient becomes much 
depressed mentally and develops unsys- 
tematized delusions of persecution or delirious 
excitement. There may or may not be fever. 
Finally he may die in coma. I have seen 
‘several severe cases of iodoform poisoning. 
One, that was mistaken for measles with 
febrile delirium, died, the others recovered. 

Delirium nervosum. This is sometimes called 
traumatic delirium. Some writers describe it 
as a delirium without fever, which is sometimes 
seen in very nervous persons after an injury 
or surgical operation. It only occurs in 
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very nervous subjects and appears any time 
within five days after operation injury. In - 
most cases the condition is a maniacal excite- 
ment, in some there is melancholy depression, 
in others there is confusion, revery, and a 
tendency to stupor. In all there are hallu- 
cinations, illusions, and delusions. The form 
with confusion and a tendency to stupor is in 
reality confusional insanity. The form with 
exaltation is usually mania. True delirium 
nervosum is a state of mental excitement 
which arises suddenly and terminates sud- 
denly. It lasts several days or even a week. 
Most cases recover, but now and then a case 
dies. Never make the diagnosis of delirium 
nervosum until we have ruled out iodoform 
poisoning, hysteria, sepsis, uremia, aceto- 
nuria, the effects of morphia, and genuine 
insanity. When these conditions are con- 
sidered we will practically never call the case 
delirium nervosum. 

Delirium of the senile. An old person, well 
along on the road to senility, may have been 
injured or operated upon. The surgeon may 
not have observed any grave signs of mental 
deterioration and yet, soon after the operation 
depression may develop, or mania, mel- 
ancholia or a delusional condition may arise, 
precursors of senile dementia. 

Many aged people are irritable, excitable, 
suspicious, restless, loquacious, and quarrel- 
some. About ro or 15 per cent of them sleep 
badly. 

It is not unusual for an aged individual to 
develop nocturnal delirium after operation. 
This delirium may or may not be febrile. 
In some cases there is a very trivial elevation 
of temperature. In others there is decided 
fever. In the morning the delirium may 
pass away permanently or it may recur the 
next night and on subsequent nights. It may 
become diurnal as well as nocturnal. In the 
delirium he is noisy, incoherent, inattentive to 
surroundings, suspicious, confused, and trem- 
ulous. He talks and shouts, is very restless, 
gets out of bed unless restrained, and tries 
to wander off. He may pass his water in 
bed. He may have hallucinations of hearing, 
may be erotic, and may attempt suicide. 
Such delirious conditions, if not a part of a 
real senile dementia, soon pass away. 
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Hysterical delirium. This condition may 
be due to pure fright or any violent excite- 
ment, to irritation, to worry, or to overstrain. 
It is seldom seen except in young women and 
is most common at a menstrual period. 
Sometimes it is preceded or accompanied by 
hysterical convulsions, but it may occur 
without them. It begins suddenly. The 
patient becomes terribly excited and does not 
keep still a minute. She talks loudly and 
very rapidly, but seldom incoherently. She 
laments, implores, screams, and curses. She 
may laugh or cry. She is perverse and 
obstinate in the extreme, is apt to make 
indecent exposures or gestures, and to use 
profane and obscene words. The excitement 
comes in waves, and out of the turmoil of her 
delirium she may ask intelligent questions or 
show that she observes her surroundings 
The entire attack has a curious appearance of 
unreality. The patient appears to pretend to 
be out of relation with her surroundings. 
The excitement ends after an hour or several 
hours, often with an attack of tears. Some- 
times it ceases when directions are harshly 
given or when statements are impressively 
made. After the attack is over large amounts 
of pale urine are passed. Sucha patient is apt 
to present the permanent stigmata of hysteria 
(contraction of the visual fields, areas of 
anesthesia, and hysterogenetic zones). 

Diabetic and uremic delirium. When aceto- 
nuria exists, with or without sugar, an opera- 
tion or an accident is liable to be followed by 
coma and the condition for a few hours or 
even before the onset of coma may strongly 
simulate confusional insanity. I have seen 
three such cases. In every case of postoper- 
ative mental disturbance examine the urine 
at once. 

Uremia may cause delirium. It may last 
for days or weeks. The state is usually one 
of restless excitement in an individual par- 
tially comatose. It is a drowsy and restless 
delirium. Convulsions may occur, twitching 
of the limbs is noted, and usually coma ends 
the scene. 

Examination of the urine makes the diagno- 
sis evident. 

Among other conditions which may be 
confused with insanity are the following: 
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Delirium of starvation (which is sometimes 
seen in cancer of the stomach or esophagus) 
delirium of fatigue, delirium of collapse (as 
after a fever), mental conditions due to 
organic brain disease (tumor, meningitis, 
etc.), night terrors of children, nostalgia, 
epileptic mania, delirium after thyroidectomy 
(thyroid poisoning), delirium in the course 
of exophthalmic goiter, belladonna delirium, 
and the condition induced by the prolonged 
administration of large doses of bromide. 

In every case of postoperative mental 
disturbance a careful history should be 
obtained, a thorough examination should be 
made, and a neurologist should at once be 
called into the case. 

In a vast majority of cases a certain diagno- 
sis can be made, and it is vitally important 
that it should be made early. It will prove 
a dreadful and probably a fatal mistake to 
assume that a beginning case of diabetic 
coma is confusional insanity, that organic 
brain disease is causing mental excitement 
when pneumonia is the causal factor, that 
there is merely hysterical excitement when the 
real condition is cocaine poisoning, that the 
patient has febrile delirium when he is poi- 
soned by iodoform. 

Many sufferers from genuine insanity should 
be sent to an institution for the insane. In 
fact they should always be sent there after 
sufficient delay has been obtained to be sure 
that the attack is not of a transitory nature. 
A prolonged case cannot be cared for in a 
general hospital. But we must be sure he is 
going to be for some time insane before we 
send him to a hospital for the insane. To 
have been in an asylum gravely injures all 
of a man’s prospects in life. It is a fine 
blunder to send a victim of bromism to an 
asylum, as a sufferer from dementia precox. 
It is an equally fine blunder to keep out of an 
asylum one who may injure himself or others. 

The entire subject of postoperative psy- 
choses is extremely interesting and highly 
important. There remains much to learn 
about it. 

The writer of this paper does not feel that 
he has shed light upon the obscurities of the 
subject. That remains for wiser ones and 
those of more experience to do. 
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OF THE UTERUS 


REPORT OF A CASE 


By H. C. DALTON, M.D., St. Louts, Missourt 


ARCOMA of the uterus has been 
S regarded as a fairly rare affection, 

although I am sure that it is more 

frequent than we are led to believe. 
Dorland estimates the disease to be twenty- 
four times less frequent than carcinoma of the 
uterus. Geisler found only eight cases in 
2,369 gynecological cases in the Breslau 
clinic. Gessner holds that the body is affected 
eight times oftener than the cervix. When 
sarcoma appears during childhood, the cer- 
vix is far more frequently the seat of the 
disease than the body of the uterus. The 
disease may spring from the mucosa or the 
body of the organ. Dorland is of the opinion 
that the disease springs most frequently from 
the mucosa. 

Practically nothing is known concerning 
the etiology of uterine sarcoma. Childbirth 
seems to have practically no influence upon 
its occurrence. Winter has called attention 
to the finding that four per cent of fibromy- 
omata undergo sarcomatous degeneration 
and that nine per cent of subniucous fibroids 
undergo sarcomatous changes. Up to the 
present time about twenty-four cases have 
been recorded in which sarcomatous changes 
were found in the remaining portion of the 
cervix after supravaginal hysterectomy for 
fibroids of the body of the uterus. 

In most cases of sarcoma of the mucosa, 
there is no essential difference whether the 
growth arises from the cervical mucosa or 
from the mucosa of the corpus uteri. The 
largest number of both polypoid and diffuse 
sarcoma of the endometrium take their 
origin from the body of the uterus, most 
frequently from the fundus. 

It is conceded that sarcoma of the body of 
the uterus arises as a rule by a degeneration 
of a fibromyoma. The tumor may, however, 
arise directly from the uterus itself. This is 
of quite infrequent occurrence. When the 
growth arises from a degeneration of a fibro- 
myoma it may attain an enormous size, and 


in form is more or less like that of the original 
myoma. The polypoid form tends to under- 
go changes and break down. When the malig- 
nant growth is submucous the uterus is 
more or less symmetrically enlarged. In 
sarcoma of the uterine mucosa haemorrhage 
is usually the first symptom; usually appear- 
ing at first as an increased menstrual flow, 
and later attracts prominence as an almost 
continuous sanguineous discharge. When 
necrotic changes occur in the growth the 
bleeding is more or less profuse. The first 
symptom to attract the attention of the 
patient is a sanguineous leucorrhoea. Ca- 
chexia, inversion of the uterus, ascites, diar- 
rhoea and nephritis may be prominent findings 
late in the disease. 

In sarcoma of the body of the uterus the 
clinical manifestations closely resemble those 
of amyoma. In the former, however, inter- 
menstrual hemorrhage not infrequently oc- 
curs and attracts attention. A fibromyoma 
tends to cease growing after the menopause, 
hence a rapid increase in the size of the growth 
after the patient has passed the climacteric, 
would indicate malignant changes. 

Cachexia, without marked loss of blood, 
is of frequent occurrence in cases of sarcoma 
of the body of the uterus. It may occur very 
early in the course of the disease. In fibroid 
of the uterus it is rare to find portions of the 
growth in the discharge, while in sarcoma 
there is a tendency to breaking down of the 
tumor, and we occasionally find portions of 
the growth in the vaginal discharge. 

Gessner found metastases in twenty-four 
of thirty-three cases coming to autopsy. It 
is estimated that a patient with sarcoma of 
the body of the uterus lives longer than the 
patient in whom the disease began in the 
mucosa. In the latter metastases are com- 
paratively infrequent,— occur in perhaps 
one-fourth of the late cases. Kakuschkin 
emphasizes the fact that it is very difficult 
to diagnosticate sarcoma of the uterus. The 
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systematic histological examination of all 
curettings in cases of uterine hemorrhage 
would do much toward making an early diag- 
nosis of the malignant disease of the uterus 
a pronounced success. 

A soft, irregular, polypoid growth which 
breaks down easily and bleeds readily, 
springing from the uterine mucosa, is usually 
sarcomatous. Gessner holds that sarcoma 
of the body of the uterus should be suspected 
in the following: 

1. When a tumor, having the character- 
istics of a myoma does not cease to grow after 
the climacteric. 

2. When such tumor, in a postclimacteric 
patient, gives rise to hemorrhage. 

3. When with such a tumor a marked 
cachexia exists. 

4. When with such a tumor general 
symptoms arise which neither the size nor 
the situation of the tumor would usually 
cause. 

5. When with a tumor ascites which is 
referable to the tumor occurs. 

6. With a rapidly growing soft or semi- 
fluctuating myoma. 

7. When, after the removal of the fibrous 
polyp, it recurs. 

The treatment of sarcoma of the uterus 
does not differ from that of malignant disease 
elsewhere in the body. 

In 1841 Liebert excised a spindle celled 
sarcoma of the cervix; four years later there 
was no recurrence. Similar cases have been 
recorded. Klein has demonstrated that for 
some time the cervical growth is purely a 
local process. Kakuschkin has called atten- 
tion to the great importance of cauterizing 
the stump of cases in which a polypoid growth 
has been excised from the uterus. Micro- 
scopic findings bear out the correctness of 
this contention. In sarcoma of the body of 
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the uterus early radical removal of the 
uterus and appendages is demanded. 


REPORT OF CASE 

Mrs. G., at age 42. Menses began at twelfth 
year. Always regular and painless. Usually sick 
two or three days. Married at twenty. No chil- 
dren. One miscarriage at second month. Denies 
gonorrhcea or lues. About four years ago she was 
seized with moderately severe, cramp-like pain in 
right inguinal region, followed by bloody discharge 
from vagina. Attacks recurred about every two or 
three weeks, and gradually became more and more 
severe, and of more frequent occurrence. Some- 
times the hemorrhage was very profuse. Does not 
remember having noticed any necrotic tissue, simply 
masses of clotted blood. Menses became prolonged 
in duration, that is, she would flow longer and 
more severely than formerly. Did not lose much in 
weight. Appetite always good; bowels regular. 

During last six months she noticed swelling in 
lower part of her abdomen; during past year her 
abdomen would occasionally become enlarged and 
then become smaller. Since October, 1909, patient’s 
abdomen has remained distended and pain has been 
more constant. She has also had sense of discom- 
fort in vesical region, and has been troubled with 
frequent micturition. 

Examination shows abdomen markedly distended. 
A semisolid movable mass of irregular contour, 
found on palpation, situated in hypogastric, in- 
guinal, and umbilical regions. Vaginal examina- 
tion revealed mass to be the uterus. Cervix was 
edematous and markedly enlarged. Sanguineous 
discharge present. Odor quite offensive. Oper- 
ation showed semisolid growth, involving greater 
portion of uterus. Assisted by Dr. E. A. Babler, 
complete hysterectomy was performed. The 
tumor weighed nine pounds. The patient is now 
well. A portion of the tumor was sent to Dr. Carl 
Fisch, whose report is attached. 

Pathologic report. Dr. Fisch reported: 

“The condition found was not a carcinoma, but a 
leiosarcoma. The process had destroyed the whole 
of the mucosa, of which not a trace was left. The 
apparently mucosal proliferations were merely out- 
croppings of the tumor tissue. The latter extends 
deeply into the wall. No changes of any inflamma- 
tory process were seen. These leiosarcomata are, as 
a rule, not malignant, and rarely extend over the 
body of the uterus.” 
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THE USE OF CORPORA LUTEA IN 


GYNECOLOGY 


A Report OF TWELVE CASES IN WHICH IT was USED TO ALLAY THE SYMPTOMS OF ARTIFICIAL 
MENOPAUSE FOLLOWING REMOVAL OF BoTH OVARIES 


By CHARLES A. HILL, M.D., Pitrspurc, PENNSYLVANIA 


Surgeon to Presbyterian Hospital 


4 NAHE virtue therapeutically of the ex- 
tracts from glands of animals was 
known even before Brown-Sequard. 
He it was, however, who not only by 

his extravagant claims for testicular extract 

in the rejuvenation of old men called renewed 
attention to it, but also had anathemas hurled 
at him by the scientific world, all because he 
claimed more than he could prove and con- 
sequently organotherapy suffered a blow from 

which it took years to recover. He did, 

however, put this special field of therapeutics 

on, at least, a working physiological basis. 

This author promulgated the following 
theory. ‘All glands provided or not with 
secretory ducts give to the blood useful 
principles, whose absence is felt after their 
extirpation or destruction by disease”’ (1). 

In recent years this field has undergone 
some striking developments. Investigators 
in all lands have been working to reduce it to 
a firmer physiological basis. The notable 
success achieved with thyroid gland in 
myxedema, cretinism, led to the investiga- 
tion of other animal substances as therapeutic 
agents and a large number of preparations of 
animal origin were introduced and _ used 
clinically with more or less success. A further 
advance in this branch of medicine was the 
discovery of the active principle of the 
suprarenal medulla. This valuable product 
was found to have a wide range of utility in 
therapeutics and it has met with universal 
acceptance by the medical profession. These 
researches have placed within the reach of 
medical men another potent therapeutic 
agent which promises clinical results of not 
less value than these obtained from supra- 
renal extract, namely, the pituitary gland, 
and though scientists have not yet succeeded 
in isolating the active principle as in the case 
of suprarenal gland, their researches have 


resulted in the discovery of some remarkable 
physiological properties possessed by an ex- 
tract of this organ. 

The motive of this paper is to report some 
investigations relative to the use of ovarian 
extract in the treatment of disorders follow- 
ing menopause artifically produced by the 
removal of one or both ovaries. The symp- 
toms of menopause, artifically produced, are 
merely all subjective, such as flashes of heat 
and cold, extreme nervousness, insomnia, etc. 
Almost all the experiments on animals have 
been made to test, first, the toxicity of ovarian 
extract upon the male, and secondly to deter- 
mine what metabolic changes are produced 
in the organism after castration. It has been 
noted by many investigators that ovarian 
extract is poisonous to the male, to the 
pregnant female, and causes certain metabolic 
changes that occur in the urine. These objec- 
tive symptoms have been made use of in 
animal experiments. 

Curatulo and Tarulli (2) conducted a 
series of experiments on bitches, in which 
they examined the urine before and after 
castration. They found that removal of the 
ovaries was followed by a dimunition in the 
excretion of phosphorus. These authors 
conclude that (1) the ovaries like other glands, 
according to Brown-Sequard’s theory, con- 
tinually pour into the blood an internal 
secretion, whose chemical composition is as 
yet unknown, which favors the oxidation of 
phosphorus-containing organic substances 
which build up the bones. It follows that 
by removal of the ovaries a retention of 
organic phosphorus is brought about, which 
removal results in a greater accumulation of 
calcium and magnesium phosphate and the 
restoration of the normal firmness of the 
bones. This fact has been made use of in 
the treatment of osteomalacia. 


1 Read at the meeting of the College of Physicians, October 27, 1910. 
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2. The elimination of nitrogen presents 
slight oscillations. 

3. Carbonic acid expired and oxygen 
inspired diminish perceptibly up to a certain 
point, then their quantity remains stationary. 

4. The body weight increases gradually. 

5. In injecting a medium dose of ovarian 
extract, the amount of phosphates eliminated 
is greater than exists before castration. With 
larger doses, the phosphates increase con- 
siderably. 

6. The extirpation of the uterus and 
ovaries at the same time does not provoke 
modification other than those that take place 
after extirpation of the ovaries alone. 

Other laboratory workers have reported 
the results of their animal experimentation 
and they agree in general with those just 
given. Many clinical reports have been 
made as to the efficacy of ovarian extract. 
Mention will be made of only a few. Kruson 
(3) used ovarian extract in a series of cases 
and met with varying results. He concludes 
as follows: 

1. The employment of ovarian extract is 
practically harmless. 

2. In amenorrhcea and dysmenorrhcea no 
good results secured. 

3. Best results in artificial menopause. 

4. No appreciable results in natural 
menopause. 

5. No definite or exact reliance can be 
placed upon the drug, gs it often proves 
valueless when positively indicated. 

6. In cases when relief was obtained it 
was due to mental suggestion rather than to 
the physiologic action of the drug. 

Jacobs (4) in reporting 244 cases gives the 
following tabulated results: 


cures... ............ 48 

244 

Mosse (5) gives results in 41 cases as follows: 

Compute 6 
Rapid betterment............. 25 
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Cases of amenorrhoea, dysmenorrhcea, 
chlorosis and menorrhagia, treated with 
ovarian extract, have been reported with 
varying success. 

Dr. W. H. Morley, of Detroit, has carried 
out some original investigations in the 
research laboratories of one of our largest 
manufacturing drug concerns, using a mixture 
from the extract of corpora lutea of beef 
ovaries rather than an extract of the entire 
ovary, as the consensus of opinion seems to 
be that the internal secretion of the ovary is 
produced by the yellow body. His animal 
experiments demonstrate that ovarian ex- 
tract was toxic to the male, also that after 
castration the output of P,O; in the urine was 
decidedly decreased, and after injections of 
corpora lutea increased, the P.O; in some 
cases almost back to the normal, and in some 
instances more than the normal. He reports 
eighteen cases; five were cured, one obtained 
no relief and twelve were improved. 

During the past year, I have carefully 
investigated the action of corpora lutea. I 
was careful to select twelve patients, people 
of intelligence and reliability, running from 
25 to 38 years of age, cases on whom I 
operated and was compelled to remove both 
ovaries and who showed the most severe type 
of nervolds symptoms. The results of my 
experience are that corpora lutea completely 
relieved the severe nervousness in every case. 
In only two cases was there complete relief 
from flashes of heat, in another case suffering 
from insomnia which started after her opera- 
tion over a year ago and has continued ever 
since and upon whom hypnotics gave no 
results, complete relief was experienced after 
using fifty capsules, each containing five 
grains. One case reported a notable increase 
in sexual desire, while -in the remaining 
eleven no noticeable change was experienced. 
I am not able to report any cures as in several 
instances cases have had interrupted treat- 
ment and in others who had ceased treatment, 
were compelled to return to the use of same 
on account of the return of symptoms. The 
preparation in each case was given in capsules 
of five grain doses, three times a day one-half 
or one hour before meals. While the results 
I have obtained are from a small group of 
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cases, the reports from other investigators 
have been such that we have in corpora lutea 
a therapeutic agent of great value. 
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TRAUMATIC RUPTURE OF PUS TUBES, CAUSING DIFFUSE PERITONITIS 


By CHESTER M. ECHOLS, M. D., WISCONSIN 


Professor of Gynecology, Marquette University 


HE fact that Dr. J. Wesley Bovée in 
a ‘‘moderately careful review of medi- 
cal literature” was able to collect 
reports of only fifty-five cases’ in 
which rupture of a pus tube produced diffuse 
suppurative peritonitis, calls attention to the 
relative rarity of this condition, and prompts 
me to contribute notes on two cases of this 
sort that have recently occurred in my own 
experience, — indeed the only two undoubted 
cases of this kind I have ever seen. In both 


patients the pyosalpinx was chronic and 
without doubt of gonorrhoeal origin. In 
both the pus was sufficiently old so that it 
might be assumed to be free from gonococci, 
though I regret that bacteriologic tests were 


not made. In both, also, the tubal rupture 
was distinctly traumatic, — in the one case 
from rather violent coitus, and in the other 
from extreme muscular effort, ——so that in 
each case the woman claims she felt something 
“give way” and experienced nausea shortly 
thereafter. Both recovered from operation, 
after a more or less stormy convalescence. 


CasE 1. On the morning of May 14, to10, Dr. 
L. Johnson called me in consultation to see an un- 
married woman, Miss F., 25 years of age, who was 
supposed to be suffering from acute perforative 
appendicitis with some symptoms which led him to 
fear that a spreading peritonitis had already set in. 
The patient had been sick for about three days, but 
it was only during the preceding twelve hours that 
her symptoms had become alarming. I found the 
patient with a pulse of 110 and temperature of 100°. 
She was nauseated but not vomiting. There was 
general abdominal tenderness with slight tym- 
panites, while the tenderness over the right lower 


1Surgery, Gynecology and Obstetrics, April, rgro. 


quadrant was extreme. Muscular rigidity was 
pretty well limited to the right side. She stated 
that she had had two severe attacks of appendicitis 
within the past two years, and that on the occasion 
of the second attack she was in a hospital and pre- 
pared for operation, but changed her mind at the 
last moment because she felt better. We had her 
moved to Trinity Hospital immediately and pre- 
pared for operation. Her physician assumed that 
she was a virgin and we did not insist upon making 
a vaginal examination, especially in view of her 
extreme abdominal tenderness and history of pre- 
vious attacks of appendicitis. 

Operation. I made the incision directly through 
McBurney’s point, and upon opening the perito- 
neum there gushed out a large quantity of watery 
pus with a few flakes of fibrin. The appendix was 
readily picked up and inspected. It was free from 
adhesions and, aside from being deeply injected 
like the rest of the visible peritoneum, it was 
entirely normal. The tubal origin of the pus was 
now for the first time apparent. With a slight 
elongation of the incision downward it was easy 
to enucleate a large, thick-walled, right pus tube 
containing a rent through which pus was oozing. 
A cigarette drain through the posterior vaginal 
fornix and another in the abdominal wound com- 
pleted the operation. After the second day her 
recovery was uneventful. 

After operation the patient stoutly denied 
having had any fall or injury preceding her 
illness, but finally confessed that the onset 
of the attack dated from a rather violent 
coitus three or four days before, at which 
time she felt a sharp pain in the pelvis and 
became nauseated very soon afterwards. 
Without doubt the tubal rupture occurred at 
this time. 

Case 2. This patient was a married woman, 
Mrs. F., age 32, upon whom I operated in a private 
house. While in the country she was subjected to 
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an extraordinary muscular effort in attempting to 
save herself from a dangerous fall. Immediately 
afterwards she felt a dull pain in the pelvis and lower 
abdomen. This soon increased and she vomited 
three or four times within twelve hours. When I 
first saw the patient eighteen hours after the accident 
her pulse was 115 and temperature 102.2°. There 
was diffuse abdominal tenderness with considerable 
muscular rigidity. She denied any menstrual 
irregularities, but gave a history pointing to gonor- 
theeal infection two years before. Vaginal examina- 
tion revealed a tender boggy mass in the cul-de-sac, 
not distinctly separable from the uterus. The 
patient consented to immediate operation. 

Operation. Through a median suprapubic incision 
an ill-smelling, flocculent, seropurulent fluid escaped 
in large quantities. The visible peritoneum was 
everywhere deeply injected and in places dotted 
with fibrin flakes. There was no evidence of any 
walling-off process. Further exploration demon- 
strated two good-sized pus tubes, in one of which 
there was a rent 2 cm. in length. I removed both 
tubes and inserted a large split-tube drain. Her 
condition was precarious for two days, the tem- 
perature ranging from 1or° to 103.4° and the pulse 
from 115 to 140, the abdomen meanwhile being 
extremely tympanitic. With the Fowler position 
and proctocylsis she began to pass flatus freely on 
the third day, and thereafter rapidly improved 
until she was up and about after the end of three 
weeks. 


It must not be understood that the above 


cases are reported as instances of gonorrhceal 
peritonitis, even though they did result from 


the rupture of gonorrhoeal pus tubes. On 
the contrary, I am convinced in the absence 
of cultural tests that the gonococcus played 
little or no part in their causation, for in both 
patients the pus had a distinct odor, whereas 
gonorrhceal pus is odorless. 

The well known predilection of the gono- 
coccus for the mucosa of the genitourinary 
tract and its disinclination to grow upon 
serous surfaces has led some clinicians to 
believe this organism incapable of producing 
a diffuse suppurative peritonitis, notwith- 
standing the few apparently authentic cases 
of this type that have been reported. To be 
sure, the gonococcus may become metastatic 
in acute Neisserian arthritis, and it has been 
demonstrated in the vegetations of acute 
endocarditis. But so strong is the tendency 
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of the organism on a peritoneal soil to remain 
localized or die out altogether, that all reports 
of cases of diffuse gonorrhceal peritonitis 
without mixed infection should be accepted 
as authentic only after the closest scrutiny. 
Olshausen states that he has never seen such 
a case in the course of twenty-five years’ 
experience in a large gynecologic clinic, and 
is inclined to be skeptical about some of the 
cases reported as such. In the thousands of 
years during which the gonoccocus has had for 
its habitat the human genitourinary mucosa 
(we know it is older than the Roman or Greek 
civilization), it has acquired highly specific 
biologic characteristics that make it almost 
unique. It refuses to grow upon the genital 
mucosa of even the higher apes. Its strong 
disinclination to peritoneal invasion makes it 
a rare visitor above the pelvic-brim. Excep- 
tion must be made of those occasional in- 
stances where large quantities of pelvic pus 
are liberated by accident and the abdominal 
peritoneum is mechanically besmeared with 
gonococci in pure or mixed culture. That 
such a mishap may be followed by a serious or 
fatal peritonitis is sufficiently shown by the 
statistics collected by Bovée and Bonney. 
In this series of fifty-six cases, notes of which 
are tabulated in Bovée’s report, one is struck 
by the fact that in nineteen of the patients, 
or more than one-third of the entire number, 
the diagnosis of ruptured pyosalpinx was 
made only at autopsy. This fact leaves room 
for speculation as to how many death certifi- 
cates that have been signed “‘appendicitis”’ or 
“peritonitis” conceal the tubal origin of the 
trouble. 

The particular micro-organism causing 
acute diffuse peritonitis following the rupture 
of a pus tube is a matter of small concern to 
the patient, and not of any great moment to 
the surgeon so far as treatment is concerned. 
Early diagnosis and early operation with 
proper drainage would appear to offer the 
only rational hope of reducing the hitherto 
high mortality. 
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CAESAREAN SECTION FOR MECHANICAL OBSTRUCTION. 
OVARIAN FIBROMA 


REPORT OF A CASE 


By GOETHE LINK, M. D., INDIANAPOLIS, INDIANA 


Assistant Professor of Gynecology in Indiana University School of Medicine 


fibromata constitute 1 to 2 per cent 

of all ovarian tumors. Kiwisch (2) 

reported two cases of ‘‘fibrous tumors 
of the ovary” in 1860. So little was known of 
this type of tumor, that ten years later, T. 
Spencer Wells (4) expressed doubt as to the 
correctness of Kiwisch’s diagnosis and Law- 
son Tait (3) in 1882 wrote that ‘‘ Fibromatous 
tumors of the ovary must be very rare, for 
I have only met with three cases and one 
which was clearly malignant.’’ Tait’s descrip- 
tion of this condition shows that he was not 
able clearly to differentiate between ovarian 
fibroid and conditions resembling fibroid. 

In 1902 Reuben Peterson (5) in an ex- 
haustive treatise, collected 84 cases of ovarian 
fibroma, all of which had been confirmed by 
microscopic examination, As only a part of 
all reported cases filled that requirement, it 
is apparent that fibroma of the ovary, while 
comprising only a small per cent of all ovarian 
tumors, is not rare. 

Much of the confusion regarding ovarian 
fibroma has been due to the difficulty which 
has obtained both macroscopically and micro- 
scopically in distinguishing it from sarcoma. 
Kiwisch, who was one of the first to recognize 
the condition, cautioned against confusing 
fibrous tumors of the ovary with scirrhus. 
The gross appearance of a calcified ovarian 
fibroma very much resembles scirrhus. The 
specimen which I .present was pronounced 
scirrhus by several surgeons who saw it 
before the microscopic examination was 
made. 

J. Bland-Sutton (6) in 1891 called attention 
to “the histological difficulty of deciding 
between a myoma and a spindle celled 
sarcoma.” H. Briggs (7) in 1897 reported 
eight cases of ovarian fibroma which he had 
operated and observed for one to six years. 
He cited one case that had been called sar- 


greener to Bonnet and Petit (1) 


coma at the time of operation but several 
years later had been diagnosed fibroma, as 
the patient was still living. He showed that 
freedom from recurrence after operation was 
the only positive means of diagnosis in doubt- 
ful cases. 

Sarcoma is the tumor most often confused 
with fibroma of the ovary. The presence of a 
distinct capsule, however thin, is the best 
means of distinguishing a fibroma, Sutton (8). 
In sarcoma both ovaries are often affected. 
Fibroma may occur in both ovaries, B. M. 
Emmett (9), but is usually found on one 
side only. Sarcoma of the ovary is very 
malignant. Fibroma is of slow growth and 
while it may reach the size of a child’s head, 
is usually much smaller. Fibroma tends to 
be self-limited in growth and in 13 per cent of 
cases calcification occurs, Peterson (5). This 
calcification, as pointed out by Williams (10), 
is due to ‘‘an anemic coagulation necrosis 
with subsequent deposit of calcareous mate- 
rial in the necrosed areas,” and is a retro- 
grade metamorphosis. 

Fibroma, like sarcoma, may be found in 
young subjects, in the writer’s case 18 years. 
It is one of the few benign abdominal tumors 
accompanied by ascites. Since fibroma is 
usually unilateral, leaving one ovary normal, 
we may expect to find it as a complication of 
pregnancy. Williams (10) has found typical 
corpora lutea in the small portions of un- 
changed ovarian tissue by which the tumors 
are surrounded. In order to learn how 
frequently ovarian fibroma is a complica- 
tion of labor, I have reviewed five hundred 
Ceesarean sections, for mechanical obstruction, 
in the literature. Only those cases or series 
of cases were considered in which a clear 
statement was given as to the indication for 
the operation. In addition to the case I am 
about to report, only two similar cases could 
be found. I am, therefore, led to believe that 
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ovarian fibroma is a very rare complication of 
labor. 
CASE REPORT 


Ovarian fibroma obstructing labor, Cesarean section. 
Removal of tumor. Recovery of mother and infant. 
May 11, 1910, I was called by Dr. George Wood, 
who stated that he had a patient with a fibroid 
tumor obstructing labor. Upon arrival, I found a 
primigravida, white, aged 18 years. Labor pains 
had been arrested by morphine gr. one-half, atro- 
pine gr. one-hundredth, which Dr. Wood had ad- 
ministered hypodermatically. As the patient had 
only been in labor two hours, she was in good 
physical condition. 

Examination showed a pelvis normal in all 
measurements. The membranes had ruptured and 
there was a dilatation of the os two inches in diam- 
eter. The head was impinging upon the pubes and 
projected forward over the symphysis quite prom- 
inently. Posterior to the head was a mass which 
resembled the head of another foetus. The tumor felt 
harder than the foetal head. No sutures or fonta- 
nelles could be felt. The tumor could be felt so 
distinctly through the posterior fornix that it was 
plainly not within the uterus. This was confirmed 
by both intrauterine and rectal examination. 

All attempts to push the tumor out of the pelvic 
cavity were futile. It was lodged just below the 
promontory of the sacrum with the foetal head in 
front, and could not descend into the pelvis farther 
on account of its attachment to the broad ligament 
by the pedicle. 

The patient was taken to the Methodist Hospital 
without delay, where, assisted by Drs. Wood, 
Maxwell, and Strickland, I did a typical Sanger 
operation, after which I removed the tumor. 

The uterus was delivered through an opening, 
barely large enough so that intestines caused no 
trouble by escaping. A small incision was made at 
the anterior inferior aspect of the uterus, a finger 
was inserted and used as a guide for a blunt scissors 
blade with which the uterus was quickly ripped. 
The placenta was implanted anteriorly and was cut 
through. No effort at hemostasis was made until 
the foetus was delivered and there was no asphyxia- 
tion; the infant cried at once after being delivered. 
As soon as the delivery was effected, the broad 
ligaments were grasped by an assistant. In- 
terrupted silk sutures were placed in the muscular 
portion of the uterus and the peritoneum was closed 
by mattress sutures of plain gut passed with a 
straight Keith needle. The tumor which sprang 
from the right ovary was found behind the uterus 
and was removed. No drainage was used. The 
infant weighed 814 pounds. Mother and child are 
living. 

Pathological report by Dr. Helene Knabe. Gross 
appearance. The specimen consists of a tumor 
arising from a (human) ovary. Size and color of 
the ovary normal, the pedicle of the tumor springing 
from the outer pole of the organ. Several cysts, 


ranging in size from 2 to 5 mm. in diameter are pres- 
ent upon the surface of the ovary. These cysts are 
filled with a colorless, transparent fluid. 

The pedicle of the growth is moderately firm to 
the touch and partly covered with peritoneum of 
color identical with that of the ovary. The meas- 
urements are as follows: 


Thickness Of Pedicle. cm. 
The measurements of the growth itself are: 


When cut in halves, the tumor is found to be 
calcareous throughout its entire extent and en- 
closed within a thin capsule. It is necessary to cut 
the tumor with a saw. There is no evidence of 
adhesions to the tumor. 

Microscopic appearance. The pedicle is composed 
almost entirely of fibrous connective tissue, inter- 
spersed with numerous small aggregations of 
non-striped muscle cells. These muscle cells are 
arranged without any regularity, and appear normal. 

Sections from the tumor show the same general 
arrangement as does the pedicle except that the 
connective tissue is the seat of a widespread degener- 
ation, mucoid in character. The areas affected by 
this degeneration are homogeneous in appearance, 
devoid of nuclei, and more or less infiltrated with 
calcium salts. 

Nothing in the arrangement of cells or their nu- 
clei is suggestive of either malignancy or terratoma. 

Pathological diagnosis. Fibromyoma of ovary 
with calcareous infiltration.” 

Kleinwichter (11): “‘ Kaiserschnitt bei nor- 
malen Becken, bedingt durch ein herabge- 
tretenes Fibroid des rechten Ovariums,” 
reports a Cesarean section for a fibroid of the 
right ovary. The patient died and the tumor 
was removed at autopsy. Microscopic exam- 
ination showed that it was a fibroid “entirely 
ossified except for a small part.” 

Herbert R. Spencer (12) reports a case in 
a woman 38 years old which was discovered 
before pregnancy. Becoming incarcerated in 
the pelvis, Caesarean section was done and the 
tumor removed. It proved to be a calcified 
ovarian fibroid of the left ovary. Mother and 
child both survived. There were no adhe- 
sions. The tumor weighed 1 pound g ounces 
and measured 13.5 by 12 by 9 cm. 

While these are the only cases on record of 
Cesarean section necessitated by an ovarian 
fibroid, the following case, reported by 
Griffith (13), is of interest. A case of ob- 
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structed labor in which a large fibroma of the 
ovary, occupying the pelvis, was mistaken 
for the head of an extrauterine foetus. The 
woman was delivered by version after a 
craniotomy and died. The tumor was 
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calcified and had to be cut with a saw. This 


specimen is pictured in Robert’s Outlines of 
Gynecological Pathology. 
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UNUSUAL SIZE 


By J. R. B. BRANCH, M. D., Macon, GEorGIA 


HE case herewith reported is of interest 
not only on account of the unusual 
size of the aneurysm, but also on 
account of the obscurity in diagnosis. 

Of all the aneurysms in the body those of 
the popliteal space are most common. In 
Crisp’s statistics of 501 cases 137 were poplit- 
eal. The next in frequency were those of 
the thoracic aorta, occurring 125 times. 

The diagnosis of the condition like the one 
described below is by no means easy. 

The tumor has few if any of the char- 
acteristics of aneurysm. The pulsation and 


the bruit is often no more noticeable than 
one would find in any tumor of its size. The 
characteristic murmur and diastolic shock are 
often absent. 

A careful history, if obtained from an 
intelligent, observant patient, is of great 
value. 

Between osteosarcoma and the large pop- 
liteal aneurysms the diagnosis is often 
impossible except by exploratory incision. 
In both one finds a hard, brawny enlargement 
of the joint and adjacent parts, there is apt 
to be circulatory disturbance with edema or 
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gangrene. The patient has probably lost 
weight, and there is wasting of the affected 
parts above the lesion. 

The following case will illustrate the fore- 
going remarks: 

N. F., colored, age 43. Comes in complaining of 
swelling in his knee. Family history, negative. 
Past history, patient has always enjoyed good 
health. Has used tobacco and alcohol constantly 
and to excess, has worked hard as a laborer in lum- 
ber. Twenty-one years ago he had an initial luetic 
lesion followed by secondaries, he took treatment 
for about two years. 

Present injury. About four months ago, some 
weeks after a blow in that region, the patient noticed 
a slight enlargement in the left popliteal space, at 
this time it caused him no pain or inconvenience, 
in three days it had grown to the size of a cocoanut, 
then it began to cause him great pain to bend his 
knee. The discomfort was greatest at night and 
much worse when lying down on his back. At that 
time the swelling was entirely behind the knee, the 
tumor has grown steadily, and the pain and tender- 
ness has increased. During the past four months 
patient has lost 36 pounds. 

Physical examination. Patient is a _ poorly 
nourished man, color quite pale. Chest em- 
physematous. Heart and lungs comparatively 
normal. There is no general glandular enlargement, 
nor are the peripheral arteries hardened to any 
extent. There are some condylomata protruding 
from the anus. When one examines the lower 
extremity a remarkable condition is seen. The 
right leg is apparently normal, although somewhat 
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wasted. The left leg is involved in an extensive 
tumor, more clearly shown in the accompanying 
illustration. The tumor as shown extends from 
within a few inches of the great trochanter to mid- 
way between the knee-joint and ankle. On the pos- 
terior aspect is a round, broken down area in the 
skin about the size of a quarter of a dollar. There 
is no motion at the knee-joint. The tumor is ten- 
der, especially behind the knee. The presence of 
fluid is demonstrated by a sensation of fluctuation 
at this point, and also over the small area about two 
inches internal to the patella posteriorally. A slight 
pulsation is seen and a slight murmur may be heard, 
this however is no greater than one should expect in 


the large, rapidly growing vascular tumor. Below 
the knee the leg is swollen and edematous. The fol- 
lowing measurements were taken: 

Right, Left, 

Inches Inches 
Ant. subspine to patella............ 20 20 
Upper third 20 
Middle third thigh:................. 19 17 


A skiagraph was taken, it showed the popliteal 
space and the leg above and below about the seat of 
the tumor, of some sort apparently not directly 
connected with the bones. Inguinal glands are 
enlarged and indurated. The diagnosis lay between 
aneurysm and osteosarcoma. In favor of the for- 
mer was, ist, the history of original location, 2d, 
rapidity of growth, 3d, circulatory disturbance 
below the tumor, 4th, pulsation and bruit. In 
favor of the latter, 1st, size and consistency of the 
tumor, 2d, loss of weight and cachexia, 3d, involve- 
ment of the inguinal lymphatic glands. As the 
tumor extended so far up the femur a hip-joint 
amputation was considered necessary in either case. 
This was done after the Wyeth method. Unfor- 
tunately the patient never rallied from the opera- 
tion, and died the following day. 

Pathological examination. The incision was 
made over the posterior aspect on the tumor. A 
large blood clot was exposed, it was evacuated and 
weighed eleven pounds. Arterial dilatation began 
at Hunter’s canal and extended to the bifurcation. 
It was impossible to secure a specimen of the sac, 
for the condition had extended so far that the blood 
clot had destroyed all vestige of the vessel wall and 
had invaded the surrounding tissue. The lower 
end of the femur and the upper end of the tibia 
were eroded by the process. 

I am indebted to Dr. C. C. Harrold for the accom- 
panying photographs. 
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THE TECHNIQUE OF NERVE ALCOHOLIZATION IN THE TREATMENT 
OF SPASTICITY AND MUSCLE GROUP OVERACTION 


By NATHANIEL ALLISON, 


given our reasons for advising the use of 

nerve alcoholization as a step in the 

surgical treatment of the various forms 
of muscle group overaction and spasticities. 
In this paper we told of our experience up to 
the time of writing with this procedure, 
laying stress upon the clinical side and describ- 
ing the cases at length. Inasmuch as little 
emphasis was placed upon the operative 
technique, this paper is written with the pur- 
pose of describing this phase of the subject as 
far as our experience goes. 

In certain instances and under certain con- 
ditions the injection of varying strengths of 
alcohol into the sheath of a selected periph- 
eral nerve is a valuable surgical step in the 
treatment of the paralysis involved. The 
immediate result of such an alcoholic injec- 
tion is a more or less complete paralysis of 
the muscle or muscle group which the injected 
nerve supplies, and the object of treatment is 
to turn this induced paralysis to mechanical 
advantage. If the paralysis be of the spastic 
type with strongly overacting muscle groups, 
then the induced flaccid paralysis which fol- 
lows the nerve alcoholization will give to the 
weaker groups a chance to be developed 
through massage and properly instituted 
active and passive exercise. If the paralysis 
is of the flaccid type with one muscle group 
strongly outpulling its weakened or paralyzed 
antagonists, thus producing a position of 
deformity, then alcoholization of the nerve 
supply of the stronger group must be supple- 
mented by some operation designed to pro- 
duce a condition favorable to nerve regenera- 
tion in the weaker group, such as nerve 
anastomosis. 

It seems that the cutting out of nerve 
supply by alcoholization is a most important 
step in the surgical treatment of various 
types of paralysis. The chief object of all 
treatment is to restore muscular balance, and 
it is the appreciation of the value of muscle 
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equilibrium which has actuated the operative 
procedures we have used in attempting the 
relief of this class of cases. 


THE SELECTION OF CASES 

The class of cases to which these procedures 
are applicable and upon which they can be 
used with advantage is a matter which re- 
quires considerable attention and selective 
ability. They fall into three classes: (1) 
Spastic paralyses, (2) flaccid paralyses, (3) 
tic movements. 

In the spastic group we have included: 

1, Cerebral diplegia (Little’s), 2, cerebral 
quadriplegia, 3, infantile hemiplegia, and 4, 
hemiplegia after cerebral haemorrhage. 

In the case of children it seems clear that 
no case should be operated upon unless there 
is positive evidence that there is mentality 
sufficient for the requisite initiative; it is also 
ill advised to operate before the third year is 
reached and preferable to wait until the 
fourth or fifth year. 

In the case of individuals over fifty years 
of age who have hemiplegic contractures 
following cerebral hemorrhage, the risk in- 
cident to the administration of a general 
anzsthetic should be considered. 

In the group of flaccid cases we must first 
consider the cause and character of the 
paralysis and its extent, then the probability 
of an operation establishing a nearer approxi- 
mation to muscle balance. In the paralysis 
of poliomyelitis it is essential for the paralysis 
to have reached an approximate stand still; 
that is, that no further improvement seems 
probable. Little confidence can be placed on 
set periods of time as a standard to limit 
improvement, but a careful study and 
repeated examination are necessary, and the 
close observation of electrical responses is a 
most important test of the dynamic value of 
affected muscles or muscle groups. In a case 
of poliomyelitis paralysis where the paralysis 
is stationary, there being muscle power 
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Cerebral diplegia with marked spasticity of adductor and hamstring groups. Obturator nerves and the branches 
of the sciatic to the hamstrings were injected with absolute alcohol. Marked cessation of spasticity. 


Cerebral diplegia 20 years old Marked adductor, hamstring, and gastrocnemius group overaction with contractures. 
Obturator nerves. Branches of sciatic to hamstrings and internal popliteal nerves injected with absolute alcohol. 
Patient now walks with heels on ground, slight knee flexion due to quadriceps weakness and abducted thighs. 
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enough to insure a favorable result after a 
muscle or tendon transplantation, then a 
better result may be gained by a properly 
planned and executed nerve anastomosis plus 
a muscle group isolation. It is not always 
advisable that these two steps be used to- 
gether, but it seems that a careful study of the 
nervous elements involved in the cases may 
lead to a better and more certain result. It 
is important to recognize that many of these 
cases possess nothing upon which to plan a 
nerve operation or a muscle tendon shifting; 
such cases require some joint stiffening 
operation, such as arthrodesis or artificial 
ligaments. In the paralyses of traumatic 
origin, birth paralysis of arm, or musculo- 
spiral injury, the problems involved are 
usually expressed in the terms of the nerve 
injury and are to be treated by nerve anas- 
tomosis or suture. 

In the complicated tic movements it is 
assumed that the cortical representation of 
the movement groups is the chief element 
active in producing the tic, therefore, if it is 
possible to cut out some of the segments of the 
movement, especially the peripheral ones, 
then their cortical motor memory will be 
abolished for a considerable time. There 
are two ways of accomplishing this; one to 
destroy all the cortical motor nerve cells 
which are engaged in originating the move- 
ment, this procedure would be permanently 
destructive. The other is to cut out by 
induced paralysis the peripheral segment of 
the movement. This is done by alcoholizing 
the motor and sensory nerves which supply 
the segments in question. By this injection 
of nerves, both sensory and motor, a com- 
plete movement isolation is produced. This 
was done in a case of complicated tic move- 
ment of left arm, shoulder, and neck by 
injecting the median, ulnar, and musculo- 
spinal nerves at the elbow. 


OPERATIONS 

The operations done for the relief of spastic 
paralysis are the following: 

1. For overacting adductor muscles. In 
most cases of spasticity of the lower extrem- 
ities the thighs are held strongly adducted, 
at times even to the point of being crossed. 
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The obturator nerve exposed. 


The operation here to be employed has for 
its object the removal of spasticity and con- 
tracture from the adductor group. These 
muscles are supplied by the obturator nerve, 
a nerve which is chiefly motor and issues from 
the obturator canal and divides into two 
branches just below the horizontal ramus of 
the os pubis. In order to expose this nerve 
it is advisable to make the skin incision verti- 
cal in direction and about two inches long, 
having its upper point at the level of Poupart’s 
ligament and running downward on_ the 
anterior surface of the thigh. It is well to 
place the skin cut well over to insure better 
healing. After the skin is divided, the best 
guide is to make out the external border of 
the adductor longus, entering this space by 
blunt dissection the adductor brevis and 
pectineus are exposed, dividing the pectineus 
fascia will expose the anterior division of the 
nerve which should be followed up as a guide, 
the pectineus is then divided and the nerve 
exposed. It is essential to inject the alcohol 
into the nerve before it divides. 

2. For overacting hamstrings. In most 
cases of spastic paralysis of the lower limbs 
the knees are held flexed, due to overaction 
of the hamstring muscles. These muscles 
are supplied by the branches given off the 
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The sciatic branches which supply the hamstrings exposed. 


great sciatic nerve in the thigh. In order to 
discover these branches and inject them with 
alcohol, there should be made a two inch 
vertical incision over the course of the 
sciatic nerve in the back of the thigh, the 
upper limit of the cut being at about the 
junction of the upper and middle thirds of 
the thigh, perhaps a trifle higher. Through 
this skin opening the long head of the biceps 
will come into view, its internal border should 
now be made out and in this space between 
the biceps head and the semitendinosus the 
great sciatic nerve will appear, if care is taken 
the three branches will be readily seen and 
they can be injected with alcohol without 
difficulty; on the inside will appear the nerve 
branch which soon divides into two to supply 
the semimembranosus and _ semitendinosus 
and adductor magnus. On the outside will 
appear two large branches, one for each head 
of the biceps. It is not necessary to expose 
these branches through their extent in order 
to demonstrate their identity, they come off 
fairly constantly from the same locality, and 
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are the only sizable branches the sciatic 
gives off in this region. 

3. Overacting calf muscles. In many a 
case of lower limb spasticity it will be found 
that the heel does not touch the floor and that 
the individual walks upon the ball of the foot. 
This is due to the overaction of the gastroc- 
nemius group of muscles. In our earlier 
paper we recommended a picking up of the 
branches that are given off the internal 
popliteal nerve and go to supply the gastroc- 
nemius and its fellows. This procedure we 
have found to be difficult and inadequate and 
we now feel that it serves a better purpose to 
inject alcohol into the sheath of the internal 
popliteal itself. 

4. Overacting flexors and pronators of the 
hand and forearm. (In cerebral hemorrhage 
hemiplegias.) In most cases of cerebral 
hemorrhage where hemiplegia is established 
it will be noted that the fingers are firmly 
flexed into the palm, that the hand is flexed 
on the wrist, that the wrist is held prone, and 
that the forearm is flexed on the arm and there 
is radial adduction of thumb. In order to 
overcome this condition in part we have 
injected alcohol into the median and ulnar 
trunks at the bend of the elbow. The 
exposure of the nerve trunks mentioned at 
this situation is a surgical procedure of such 
great simplicity that it needs no further 
mention. 

As to the strength of the alcoholic solution 
used in spastic cases, we feel that it is advis- 
able to use alcohol of at least go per cent in 
all operations designed to give relief from 
spastic muscle overaction. In the case of 
hemiplegic contractures of the forearm, how- 
ever, we feel that a weaker solution should 
be used, as the object here is not to obtain 
a complete flaccidity, but a relaxation of 
the contractures. In a case of hemiplegic 
forearm contracture we have injected 50 
per cent alcohol into the median and ulnar 
nerves at the elbow. This case had firm 
spacticity of all the flexors, after the injection 
the spasm stopped, the fingers could be 
flexed and extended and sensation was not 
disturbed. This happy result lasted but six 
weeks, when the contractures slowly re- 
established themselves. Seelig of St. Louis 
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has shown in some recent experiments that 
the osmotic power of alcohol is proportional 
to its percentage strength when a vegetable 
membrane is used, and this in all probability 
holds true for animal tissue. We feel that the 
percentage of alcohol used in these injections 
is an important factor and shall devote 
future study to this question; at present it 
seems advisable to recommend the use of 
over 50 per cent alcohol for all purposes. In 
injecting the nerve it is necessary to put the 
needle into the sheath only —the nerve 
tissue should not be injured — the alcohol 
will cause the sheath to bulge and will quickly 
saturate the nerve itself. 

The operations done for spasticity are not 
in themselves difficult, but great stress must 
be laid in the after treatment, education, and 
development; care and patience are neces- 
sary, and these on a material which is as a 
rule none too promising. The operations 
only render the mechanica! disabilities of 
the paralysis as ineffectual as possible. 

There are several steps in the operations 
done for the relief of the flaccid paralysis: 
(1) nerve anastomosis, (2) nerve alcoholiza- 
tion, (3) muscle or tendon shortening. At 
times it seems advisable to employ all of 
these measures, and at other times but two of 
them, and again in certain cases a nerve 
anastomosis is ail that is required. 


OPERATIONS 


1. Paralyzed quadriceps extensor with 
overacting hamstrings. This disability is a 
frequent result of poliomyelitis. The first 
step here is to anastomose the anterior crural 
and the obturator nerves, assuming as a 
matter of course that the obturator nerve 
is functioning. The second step is an alcohol- 
ization of the hamstring branches of the 
sciatic. The nerve anastomosis is done 
through an incision four inches long, vertical, 
and over the course of the femoral vessels 
from Poupart’s ligament downward. The 
anterior crural nerve is exposed and the 
branches which supply the several divisions 
of the quadriceps are discovered at a point 
about an inch below Poupart’s ligament. 
It is necessary to identify these branches 
anatomically, and they will as a rule be 


599 


-Baawew To 
Quavacers Ear 


Operation done to restore enervation to paralyzed 
quadriceps extensor. 


found to issue from the nerve trunk at 
approximately the same point; at this sit- 
uation they should be severed from the trunk 
in such a way as to keep them united, this 
free end is then passed under the femoral 
vessels and inserted through a vertical slit 
in the sheath of the obturator nerve into the 
nerve and there held in place by a oo catgut 
stitch. 

The second step, that of alcoholizing the 
hamstring branches of the sciatic, has been 
sufficiently described above. After healing 
of wounds the patients subjected to these 
operations should have daily massage and 
exercises. At times the use of a brace is 
indicated. 

2. Paralyzed peronei with the overacting 
anterior tibial group. In these cases the foot 
is held strongly supinated. The operation 
has for its first object a re-enervation of the 
paralyzed peronei, second, the temporary 
obliteration of the overacting anterior tibial 
group. To accomplish this a nerve anasto- 
mosis is done between the musculo-cutaneous 
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Poliomyelitis anterior. Overaction of anterior muscles 
of leg with paralyzed peronei. Nerve anastomosis plus 
alcoholization done at bifurcation of external popliteal 
nerve. 


nerve and the anterior tibial nerve, and this 
is followed by an alcoholic injection of the 
anterior tibial nerve at a point below the 
anastomosis. 

The external popliteal nerve is exposed 
through an incision over the head of the 
fibula, and its bifurcation into the musculo- 
cutaneous and anterior tibial is made out. 
Below the bifurcation the musculo-cutaneous 
is divided and the end is placed in the anterior 
tibial nerve and there sutured with oo catgut 
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stitch. Ata point at least one inch below this 
anastomosis alcohol is injected into the sheath 
of the anterior tibial nerve. This throws the 
overacting group into a non-active state for 
a considerable period of time, depending upon 
the strength of alcohol used. 

3. Paralyzed anterior tibial muscles with 
overacting peronei. The condition here 
requires only a few changes from that just 
described to be made effective. The musculo- 
cutaneous being the active nerve, into it is 
grafted the paralyzed anterior tibial and into 
it also is injected the alcoholic solution. 

4. Paralyzed anterior tibial and peronei 
with overacting calf muscles. Here the foot 
falls into equinus position. The muscles 
enervated by the external popliteal distribu- 
tion are not acting, but those enervated by 
the internal popliteal are overacting. The 
first step is to anastomose the non-conducting 
external popliteal into the internal popliteal, 
the second step is to alcoholize the internal 
popliteal below the anastomosis, and the 
third is to reef the overstretched anterior 
tendons. 

Through an incision two inches long with 
its middle point over the upper angle of the 
popliteal space, the biceps and semitendinosus 
are made out, and in the angle formed by 
their separation the sciatic trunk is found 
dividing into external and internal popliteal 
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Operation done to restore enervation to paralyzed peronei. 
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The external popliteal is severed 
from the trunk just at the branching and its 
end is inserted into the internal popliteal and 
sutured with oo catgut stitch. Ata point one 
inch below this anastomosis the internal 
popliteal is alcoholized. The reefing of the 
anterior tendons so that re-enervation will 
not have an insurmountable difficulty to 
work against is an operation familiar to all. 
These operations are typical of the attempt 
made to restore approximate muscle balance 
to these cases, and there seems to be an ever 
increasing number of combinations possible. 
The essential factor of this work, however, is 
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careful study of the case before operation in 
order to plan a proper surgical procedure, for 
it is quite obvious that in the attempt to 
improve the nerve supply to a part by these 
procedures there might result still further 
injury. Also to a proper plan must be added 
a technique which has for its prime motive 
the conservation of the tissues involved. 

As to the percentage of the alcohol to be 
used in muscle group isolations in the flaccid 
paralysis, it seems proper to use alcohol of 
about 50 per cent strength, for here the 
induced paralysis is required for only short 
spaces of time. 
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PROSTATECTOMY BY THE PERINEAL ROUTE WITHOUT OPENING 


THE BLADDER, WITH 


By ARTHUR FE. HERTZLER, 
ROSTATECTOMY by either the perineal 
or the suprapubic route is attended by a 
mortality of about 6 per cent in the hands 
of the average surgeon, and much less than 
this in the hands of a few operators. ‘This result 
may be regarded as very satisfactory, considering 
the class of patients upon whom the operation is 
done. Some of those who recover are, however, 
disturbed by certain complications. ‘These are (1) 
delayed closure of the wound (any wound of the 
perineum not closed in three weeks may be said to 
be delayed), (2) incontinence of urine after the 
closure of the wound. Patients who are operated 
upon by the usual method should get up between 
the second and the tenth days and should be able 
to retain their urine after the twenty-first day. 
Any operation in order to improve upon accepted 
methods must surpass these results. 

The chief objection to present methods is the 
length of time the perineal wound remains open. 
The gauze packing is left from eighteen hours 
to four days, after which the wound drains for a 
period varying from nine days to as many weeks. 
In some cases healing is delayed much longer on 
account of the faulty application of surgical 
principles. Elimination of the open wound, avoid- 
ance of perineal fistula, and prevention of incon- 
tinence are the ends the writer seeks to attain by 
the following operation : 

By means of a modified Young’s tractor (Figs. 
1 and 2) small enough (26° F.) to pass through the 
urethra without injuring it, the prostate is con- 
trolled and pushed into the wound so as to be 
accessible through the perineal incision. The 
necessity of opening the urethra is obviated. The 
operation may be divided into the following 
steps: 

1. The bladder is moderately distended with 
water injected through the tractor which is made 
hollow for the purpose. 

2. The thighs are flexed upon the body and the 
hips are raised four or five inches as recommended 
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M. D., Kans is City, Missovr! 
by Young. This elevation of the hips facilitates 
access to the prostate surprisingly. 

3. An inverted V incision is made, beginning 
over the bulb and extending laterally on each side 
to the ischial tuberosities. The soft parts are 
incised down far enough to expose the median 
raphe. A Young’s forked retractor is placed in 
position and strong traction is exerted. The 
raphe and levator are now incised, the urethra is 
cleared down to the prostate and the lower and 
posterior surfaces of the gland are exposed. Care 
must be taken to separate the rectum from the 
posterior surface as far as the bladder. The 
rectum is held back by a large smooth bladed 
retractor. As the dissection is done, all freely 
bleeding points are clamped and ligated, and after 
the retractor is placed the field is searched again 
for bleeding points. ‘The venous bleeding, which 
may be free, usually comes from a few large veins 
which can be grasped with forceps, if the field of 
operation is properly exposed. So long as the 
location of the rectum is kept in mind no injury 
can result even if it is necessary to use mass liga- 
atures. A full curved needle carrying plain catgut 
should be used for ligating. Momentary packing 
stops diffuse venous oozing in a satisfactory 
manner. All bleeding must be checked before 
the next step of the operation is undertaken. 

4. The capsule of the prostate is incised and 
separated from the gland on the lateral side as 
far back as the bladder. Approach to the bladder 
can readily be detected by rotating the tractor 
from time to time. The dissection of the prostate 
from the urethra is then begun. Scissors may be 
used after a start has been made with the knife. 
There is no line of cleavage between the prostate 
and the urethra or the neck of the bladder, so that 
blunt dissection cannot safely be done. Young’s 
lobe forceps give a good hold upon the gland, and 
this with the aid of the tractor within the bladder 
brings the site of the operation well within the 
perineal wound. With care the line between the 
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Fig. 2. Tractor blades open. 


prostate and urethra can be followed, since the 
lobules and fibrous tissue whorls of the gland 
are distinguishable from the regular fibers of the 
urethra. When in doubt rotation of the tractor 
and palpation give the necessary information. 
If a median lobe exists it may be pressed into 
the wound after the lateral lobes have been 
removed. The opposite lobe is treated in the 
same way. 

5. When the lobes have been removed complete 
hemostasis is secured once more by making a 
purse-string suture in the depth of the wound, 
including the remains of the capsule and the 
rectum. The water is then drained from the 
bladder through the tractor, and if it is not blood- 
stained it may be assumed that the mucosa of the 
bladder and urethra has not been injured. The 
wound may then be closed, care being taken to 
obliterate all dead spaces by buried catgut sutures. 
The structure external to the cavity occupied by 
the prostate may be closed by sweeping silkworm- 
gut sutures which pass through the skin after the 
manner of obstetric repairs of the perineum. The 
bladder is again irrigated and the blades of the 
tractor are closed while the bladder is distended, 
in order to avoid catching the wall between the 
blades of the tractor. The water may be allowed 
to escape before the tractor is removed. ‘The 
wound which results resembles that produced 


by a perineorraphy. If the urethra is intact, 
healing is complete in a week. Should the method 
fail, the necessary number of silkworm sutures may 
be removed and the wound treated as an open 
one just as though no primary union had been 
attempted. 

Cases in which there is a pedunculated median 
lobe or a cystitis exists which demands drainage, 
are not suited to this method. A cystoscopic 
diagnosis is, therefore, necessary before the 
operation is begun. 

We are not yet in possession of information as 
to the amount of the gland it is necessary to remove 
in any given case. The Bottini method has shown 
that it is not necessary to remove the entire gland, 
and it is quite possible that a less complete opera- 
tion than the one described above will be sufficient 
to give relief. With this method, however, any 
desired portion of the prostate can be removed, 
so that if the diagnosis can be made exact enough 
to enable us to remove only the portion which 
causes the trouble, the chances of regularly pre- 
serving at least one ejaculatory duct will be in- 
creased. If to this we can add the assurance that 
the sphincter will not be injured and that the 
unpleasantness arising from perineal drainage can 
be avoided, the operation should be accept- 
able to patients at the first evidence of prostatic 
obstruction. 
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Fig. 1. ‘Tractor blades closed. 
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The operation as described, or a modification 
of it, has been done eight times. Infection requir- 
ing a complete opening of the wound occurred in 
one case, and partial opening was required in 
two other cases. 
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It is the writer’s practice to control hemorrhage 
by ligation and to obliterate the space occupied 
by the prostate in all cases even when the ordinary 
Young operation is done. This obviates the use 
of all gauze packs after the operation. 


EXTIRPATION OF 


UPPER RECTUM 


AND SIGMOID; THE NOBLE 


ANASTOMAT MODIFIED 


By J. F. 


N the issue of the American Journal of 
Obstetrics of February, 1910, page 2509, 
Dr. Thomas B. Noble, of Indianapolis, 

describes an ingenious device by which the 
surgeon can with relative ease and safety secure 
an anastomosis between a remnant of the sigmoid 
and the lower end of the rectum. Heretofore 
resection of that portion of the bowel has been 
exceedingly difficult and dangerous, and many 
times an inguinal colostomy has been advisable 
rather than an attempt at resection and anasto- 
mosis, and this in cases where the lower rectum 
and sphincter were normal. The device, which 
Dr. Noble calls an ‘‘anastomat,” consists of 
two tubes seven inches in length by three-fourths 
inch in diameter, one tube fitting closely within 
the other. Attached to one end of each of these 
tubes is what is practically half of a Murphy 
button, so that when these tubes are placed the 
one within the other, the two halves of the button 
can be approximated and the anastomosis 
completed. The inner tube projects beyond the 
outer, and has threads cut so that a screw can be 
turned down to secure firm apposition. As 
healing takes place the screw is turned down a 
few threads until the whole device becomes 
detached and can be withdrawn throug! the 
anus. In using it the outer tube is passed from 


above down through the rectum and out at the 
With a purse string suture the upper end 


anus. 
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of the rectum, after the resection is completed, is 
gathered in as around a Murphy button. The 
inner tube is similarly connected by purse 
string to the lower end of the remaining portion 
of the sigmoid, and then as the inner tube is 
slipped in and through the other, the intestinal 
ends are approximated and brought together as 
with a Murphy button. By this device an 
anastomosis may be made very easily which 
would be impossible by other methods, while 
the tube secures good drainage and the opportu- 
nity to flush out the bowel. 

The device seemed to be so satisfactory that 
I at once ordered one and have used it in four 
cases, and in all four with excellent operative 
results. It seemed to me, however, that a tube 
which was curved would be easier of introduction, 
and that a longer tube would be a little easier 
of manipulation. It also seemed that a spring 
device, to maintain the parts in apposition, 
as in the Murphy button, would be better than 
the screw. I accordingly made a sketch of what 
I wished, and the manufacturers of the original 
device put my suggestions into shape. The 
accompanying cuts describe fully the device. 

The inner tube has been cut into a spiral, so 
as to furnish a spring of proper tension. To 
this is attached a hook which catches over the 
lower end of the outer tube. This hook can be 
easily caught with a hemostat,.or with a special 


Fig. 1. 
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device for that purpose. The inner tube being 
made flexible by the cutting of the spring enables 
one to bring the parts into position with less 
traumatism of the mesosigmoid than is possible 
with a rigid tube. 

Three of my patients were women, and in these 
three I opened the cul-de-sac and passed gauze 


Fig. 2. 


from above down into the vagina so as to offer 
an additional] protection in case of any leakage at 
the point of union in the bowel. In one of these 
cases this feature of the technique doubtless 
saved the patient’s life, as a fecal fistula devel- 
oped into the vagina, which, however, had closed 
when the patient left the hospital. 


— 
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THE TECHNIQUE OF OPERATIONS FOR DILATING THE OS UTERT 
AT OR NEAR TERM! 


By CHARLES B. REED. M.D., Cuicaco, 


NE of the most common difficulties in 
obstetrical work near the close of gesta- 
tion is an unaccommodating cervix. 

Its failure to dilate is a frequent cause of de- 
layed labor with consequent danger of infection 
of serious tears when the impatient attendant 
attempts by force to overcome the resistance. 

In many instances, also, it is quite necessary 
in the interest of mother or child, or both, to 
secure the dilatation rapidly, or at a certain time, 
hence the importance of having the process under 
the control of the obstetrician rather than at the 
mercy of the unthinking, indifferent, and more 
or less uncertain powers of nature. 

The field is large. Many methods have been 
devised by talented operators to secure the dila- 
tation with a minimum of injury. Numerous 
and varied is the technique as the operator comes 
at the question from different sides, but all are 
valuable and successful when used in appropriate 
cases. Desirable as they are these methods are 
as yet but little used by the general practitioner. 
Such neglect, it seems to me, can only arise from 
unfamiliarity with the necessary technique rath- 
er than the absence of the emergencies which 
invite it. 

A brief review will serve to show how extensive 
is the list of indications, all of which come daily 
into the service of the doctor. 

Inductions of premature labor may be neces- 
sary for many reasons, the most important of 
which are uncompensated heart lesions, pul- 
monary and laryngeal tuberculosis, acute and 
chronic nephritis, diabetes. and the various 
anemias, as well as contracted pelves of moderate 
degree. 

In hemorrhages from placenta previa or from 
premature detachment of the normally implanted 
placenta, the condition of the cervix is of vast 
importance, and quite frequently demands dila- 
tation. 

When weak pains or a rigid os complicate an 
otherwise normal labor, or when on account of 
disease or weakness of the mother it is desirable 
to hasten the labor. 

When an operative termination of labor is 
required as in eclampsia and the dilated os pro- 
hibits the attempt. 


When finally it is desired for any reason to 
induce the pains of labor in a normal case at term. 

This list exhibits in some degree the importance 
of the operation and the frequency of the demand 
for its performance. 

Before entering upon the technical portion of 
the paper, it may not be amiss to review some- 
what the physiology of the functionating cervix 
and os. 

The effacement of the cervix is bound up with 
the formation of the lower uterine segment in 
which it participates near the end of gestation. 
The supravaginal portion of the cervix and the 
structures for a certain distance below it broaden 
out, merge into, and form a wide thinned out 
cavity, bowllike in shape, into which the head 
advances. There is left in the vagina only a small 
teatlike projection to represent the cervix. 
After the onset of the pains even this projection, 
as such, disappears and the entire lower pole of 
the uterus assumes the bowllike form in the 
center of which the os appears, with the bag of 
waters lining and covering the inner surface. 

Gradually the os opens by a rather compli- 
cated association of three active factors. 

The first is the infiltration of the tissues by the 
serum, which is alternately forced in and pumped 
out by the expansion and contraction of the 
organ. This softens and prepares them for 
dilation. The second is the wedgelike action 
of the bag of waters or of the presenting part. 

This factor is so easy of comprehension that it 
is usually looked upon as the principal if not the 
sole agent in the process, but in strength of action 
and in importance it must yield to the third 
factor which is the longitudinal muscular layers 
of the uterine wall. 

These muscles attached on all sides of the os 
and going over the fundus like a horse shoe, must 
upon contraction, overcome the sphincteric cir- 
cular fibers of the os, and then with unrestrained 
energy draw apart the opening still more. 

This effect is best illustrated in cases of trans- 
verse presentation with early rupture of the 
membranes where the absence of a wedge, fluid 
or otherwise is complete. 

Now it is apparent that an artificial method 
of dilatation will be most successful in proportion 


1 Read at the meeting of the Chicago Gynecological Society, November 18, roto. 
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to the closeness with which it imitates or replaces 
the physiological process when acting at its best. 

For convenience, therefore, we divide the oper- 
ation on the cervix into the slow and quick 
methods, of which the first more nearly simulates 
nature and the second secures the result in a 
measure by violence and many times at the ex- 
pense of the tissues or of the two patients. 

Each, however, has its place and fulfils an 
important office. 

The slow methods are: 

The metreurynter. 
The body of the child. 
The quick methods: 
Dilatation by hand. 
By fabric balloon. 
By Bossi instrument. 
By forcible extraction of the child. 
Cutting — as incision of cervix. 
Deep incisions of cervix. 
Vaginal Cesarean section. 

In considering the technique of these various 
procedures we come first to the metreurynter 
and we find quite a variety from which to choose. 
hey may be divided, however, into three main 
classes represented by: 

Tarniers, a spherical rubber bag attached to 
a long, slightly curved metal tube and stopcock, 
the metal tube being used as a means of intro- 
ducing the bag. 

Carl Braun, an egg shaped rubber bag with 
rubber tube attached and also furnished with 
a stopcock. 

Miillers, a flat topped funnel shaped bag made 
of rubberized fabric and corresponding to the 
Vorhees bag in America and the De Ribes bag 
in France. 

For general use the rubber bag of Carl Braun 
answers most of the conditions. It is durable, 
quite effective, and somewhat easier to introduce 
than those with flat tops. 

When it is necessary, however, to employ the 
bag for quick dilation the rubberized fabric bags 
of Miiller, De Ribes, or Vorhees must be chosen, 
since the pure rubber balloons yield under pres- 
sure and strong traction to such an extent that they 
are sometimes expelled before complete dilata- 
tion is obtained. 

The indications have been briefly reviewed 
and the condition required is that the foetal parts 
must be movable above the inlet. 

Technique. In addition to the bag the follow- 
ing instruments are put on to boil: 

Simon speculum — or self-retaining vaginal 
retractor, depending on the number of assistants 
at command. 


Two pair vulsellum forceps. 

Two pair compression forceps. 

Two pair long dressing forceps. 

Goodell dilators or set of Hegar instruments. 

Davidson hand bulb syringe with glass tubes 
and rubber connections for the bag. 

Empty the metreurynter, open the stopcock 
and boil for 20 minutes. 

The patient, with vulva shaved, is placed in 
exaggerated lithotomy position upon a table 
by preference, although the cross-bed position 
will serve. 

The vagina is thoroughly cleansed with green 
soap and hot water, using pledgets of gauze on 
long forceps to rub and scour the mucous mem- 
brane, a hot lysol (1% per cent) douche follows. 

The apparatus meanwhile must be connected 
up and tested by pumping into the bag enough 
weak lysol solution or sterile water to give it the 
required size — usually from 400 to 600 cc. 

The fluid is then expelled into a warm basin 
and set aside for subsequent use. 

Anesthesia is only occasionally necessary, 
even in a primipara. 

The introitus is opened with a Simon speculum, 
one (the anterior) and sometimes both lips of the 
cervix are seized by the vulsellum and pulled down. 
The os and surrounding parts are carefully wiped 
off with pledgets of cotton wrung out of lysol 
solution. Frequently in multipare the cervix 
is sufficiently patulous, but otherwise it is ex- 
panded with the dilators. 

The bag is now emptied of all residual air and 
fluid, the stopcock closed, compressed into a 
roll like a cigar, and seized with the dressing for- 
ceps so that the tips of the instrument extend 
as far as the top of the bag. 

Then the whole mass, dressing forceps and bag, 
is pushed slowly and carefully through the os. 

The forceps are now loosened and may be 
removed, if it can be done without disturbance 
of the bag. 

The connection with the syringe is now ad- 
justed, the stopcock of the bag opened, and the 
reserved and measured solution is slowly forced 
into the bag. 

When this act is completed, the stopcock is 
closed, the syringe disconnected, and the patient 
put to bed. 

If the pains do not begin within an hour or 
if compression is desired as in placenta previa, 
or if the Miiller (or Vorhees) bag is used to secure 
rapid dilatation, a tape is tied to the rubber tube 
protruding from the vulva, and passing it over 
the elevated foot of the bed a weight of one or 
two pounds is attached. 
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VARIOUS EFFECTS AND COMPLICATIONS THAT MAY 
BE ASSOCIATED WITH THE USE OF THE BAG 


In some cases, such as transverse presentations 
and the induction of normal labor at term, it 
may be desirable to postpone as long as possible 
the rupture of the membranes, and such a condi- 
tion may be brought about by carefully separat- 
ing the membranes from the cervix by the index 
finger before introducing the bag. 

In hydramnion or twins, on the contrary, it is 
usually wise to rupture the membranes at once, 
as the escape of the fluid diminishes the danger 
of uterine rupture from overdistension when the 
bag is introduced. 

In placenta previa and low implantation of 
the placenta the membranes should be ruptured 
also to avoid partial detachment, and in eclamp- 
sia to avoid excessive intrauterine pressure. 

The bag produces three positive results: 

It inaugurates and stimulates the pains of 
labor, it acts mechanically as a dilator of the 
canal, and it acts as an effective tampon in hem- 
orrhages such as accompany placenta previa. In 
a small percentage of cases the bag fails to pro- 
duce contractions. 

When this occurs the weight may be put on 
or increased, the bag may be emptied and refilled 
in situ, or another bag of rubberized fabric sub- 
stituted. If pains do not develop within 24 
hours, the bag must be emptied and removed. 

If rapid dilatation (14 hour) is necessary, one 
of the bags of rubberized fabric, Miiller, De 
Ribes, or Vorhees, should be introduced and a 
heavy weight attached. In such conditions 
either chloral or the morphia-scopolomine mix- 
ture will prevent much suffering. 

When the os is dilated to the diameter of the 
bag the latter becomes useless and its expulsion 
follows — generally in from one to twenty-four 
hours. 

After the expulsion of the bag the pains become 
less constant and more intermittent. 

They are now physiological. 

They may cease, however, but in such cases 
if the bag has been properly distended, or the 
fabric bag employed, the dilatation is complete, 
and labor may be terminated whenever the indi- 
cation is present, by version and extraction. 

When the bag has not been filled properly, the 
dilatation may not be complete and then the 
extraction of the after coming head may be de- 
layed or seriously resisted by the contraction 
of the cervix around the neck. This difficulty 
can be overcome before the extraction is attempt- 
ed, by manual dilation or by moderate incisions 
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of the cervix, or during the extraction by quick 
use of the scissors. 

When the bag rises into its proper position 
just above the cervix, it sometimes displaces the 
presenting part so that a transverse presentation 
or prolapse of the cord or arm may ensue. 

Since with the expulsion the os is completely 
dilated, such complications are satisfactorily 
managed according to well recognized principles. 
When the bag is expelled, if the presenting part 
does not quickly follow it into the pelvis, an 
examination should be made to determine the 
degree of dilation, and the position of the pre- 
senting part. Then according to the findings the 
case may be left to the natural forces or an ap- 
propriate interference undertaken. 

An accident that is awkward rather than 
serious may result from the rupture of the dis- 
tending bag when it gets old or brittle. This 
mishap may be prevented by occasionally pro- 
curing a new bag or by immersing the bag in 
glycerine either occasionally or constantly. 

The elastic balloon is quite feasible for private 
practice, and if in general use, it would reduce the 
mortality in placenta previa, according to Pfan- 
nenstiel, to 5 per cent for the mother and to 20 
per cent or 25 per cent for the child. 


THE BODY OF THE CHILD AS A DILATOR 


This procedure will sometimes succeed in a 
multipara, and the child may survive. 

It is most commonly done after a Braxton 
Hicks version in cases of placenta previa and 
the life of the child is largely disregarded. 

When the child is dead the labor may be ex- 
pedited in vertex presentations by snapping a 
vulsellum on the scalp of the child and then tying 
a weight to the handle by a long tape like the 
method used with the metreurynter. If the os 
is sufficiently dilated — say 2 fingers — a version 
may be done and the child slowly extracted, 
taking two hours if necessary for the operation. 
The objection to this method is that the mother 
is unduly endangered by the version without ad- 
vantage to the child, but the case may demand it. 

When the child is living this method is not to be 
considered unless it is determined to disregard 
the child in behalf of the mother. 


THE QUICK METHODS 


In this class we will first describe the manual 
methods, since they are least complicated and 
require no other instruments than the educated 
hand. 

The dilatation is secured in two ways: 
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1. The introduction of the fingers one after 
the other, and 

2. Bonnaire’s method, whereby the first index 
fingers and then the first and second fingers of 
each hand are passed into the os back to back 
and the opening forcibly divulsed. 

This second method has been most useful to 
the writer, although it must be employed with the 
utmost circumspection. 

In general, the first method must be given the 
preference. 

The manual and in fact all the rapid methods 
require anesthesia. The hands and the vagina 
must be rigorously disinfected. Then, according 
to the degree of dilatation already present, as 
well as the softness and elasticity of the tissues, 
one or more fingers are passed into the os, which 
is gradually stretched in this way until the entire 
hand can be introduced and the fist closed. 

The rapidity of the operation naturally de- 
pends upon the resistance offered by the os and 
the size of the opening already present. 

In multiparze with os nearly dilated, the re- 
quired enlargement is quickly obtained. Dila- 
tation is complete when the entire hand moves 
freely and easily in os and pelvis, and in a multi- 
para whose os admits one finger this result can 
be obtained usually in 20 minutes. 

In a primipara, on the contrary, with cervix 
uneffaced, the operation may be impossible from 
lack of strength, or success may be achieved only 
at the cost of lacerations. Such a result is par- 
ticularly likely to occur in placenta previa cases. 

The operation is therefore of most service in 
multiparous women where the os is already well 
opened and an indication arises for the operative 
termination of labor. 

The adverse possibilities of the manual opera- 
tion are: 

1. It may not succeed. 

2. Danger of infection, since even the gloved 
hand cannot be made entirely sterile and the 
germs are forced by pressure directly into the 
tissues. 

3. Danger of lacerating the soft parts. 


THE BOSSI DILATOR 

This instrument has four parallel tips by 
means of which, in forced activity, a dilatation 
of 11 cm. can be secured. The rate and amount 
of dilatation obtained can be read off on the 
centimeter scale at any time during the opera- 
tion. 

The metal capped tips may be covered also 
with rubber tubing, which increases somewhat 
the size of the arms, enables the instrument to 
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grip more firmly the inner surface of the cervix, 
prevents to a degree the danger of its slipping, 
and protects the tissues from too great injury. 
Without the caps the closed arms can almost be 
passed into the undilated os. 

The instrument has the advantage of a slight 
pelvic curve, and distends the os in four or, in 
a modification, six directions. The patient 
should be on the table and anesthetized; hands, 
vagina, vulva, and instruments disinfected. The 
vagina is opened by two retractors and the an- 
terior lip of the cervix seized with vulsellum 
and pulled down. The instrument is introduced 
at first without the caps and when sufficient dila- 
tation is produced it is withdrawn and the caps 
and rubber hoods attached. As soon as intro- 
duced the instrument is expanded to the size of 
the opening already present,— that is, until the 
controlling finger recognizes that the tissues are 
stretching. 

Then the operation is continued more slowly; 
for instance, at the rate of 0.5 cm. every 2 min- 
utes, more or less, as the case permits. From 
start to finish it requires from 15 to 45 minutes 
and should be constantly under the control of 
the finger. Bossi himself takes nearly an hour 
and a half, but then the instrument ceases to be 
a method of rapid dilatation and becomes merely 
a stimulant to uterine contraction. After the 
removal of the instrument a careful exploration 
will determine the conditions of the presenting 
part, and in what manner the woman shall be 
delivered. 

This form of dilatation is not to be compared 
with the physiological process, and upon its con- 
clusion one frequently feels the relaxed cervix 
hanging in the vagina like a soft cuff. A pro- 
longed operation for the termination of labor 
is inadmissible under such conditions, since the 
maximum size of the opening is not maintained 
for a great while. If, therefore, the child is dead, 
cranioclasis should be done; if living, the head 
should be forced down into the pelvis by Hof- 
meier’s method and forceps applied. If version 
is done the after coming head must be brought 
through the cervix with the utmost care to avoid 
not only serious lacerations but also to prevent 
the cervix from contracting down on the neck 
of the babe with consequent asphyxiation. 

The Bossi method is of great technical value, 
says Hammerschlag, since it can be used at any 
time of the pregnancy or in any stage of the labor, 
but the time of election is when the cervix is 
effaced and the os admits two fingers, since at 
this time the os can be opened with a maximum 
of safety. The operation may be very difficult 
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and dangerous, or very simple and safe, according 
to the conditions of the cervix. Compare, for 
instance, the uneffaced cervix of a primipara and 
the partially dilated os of a multipara. If the 
dilatation is conducted too powerfully or too 
fast, so that the elasticity of the tissues cannot 
keep pace, a tear may occur which, extending 
into the vaginal vault or parametrium may result 
in the death of the patient. 

In 245 cases in literature 33 per cent have 
more or less serious tears, says Hammerschalg, 
while three died of hemorrhage. 

Winter definitely rules that the instrument 
should be used only: 

(a) In hospitals with plenty of assistants. 

(b) Where cervix is effaced and os as large as 
a silver quarter. 

(c) Where cervix is not unusually thick and 
resistant. 

To summarize, one could say that the instru- 
ment is best employed where complete effacement 
of the cervix has taken place, and in such a case 
manual dilatation is just as easy, more accessible, 
and more satisfactory in performance. In the 
other cases the danger attending the exercise of 
so much force require excessive caution in its 
employment. 


INCISIONS OF THE CERVIX 

Where the cervix is effaced and the external 
os is palpable as a thin, sharp resistant edge, the 
opposition may be quickly overcome by incisions. 
The cuts should extend to the vaginal vault, and 
then if there is no resistance in the upper cervix 
or supravaginal portion, the child can be de- 
livered at once. 

The most frequent indication for this operation 
occurs in the primipara with vertex presentation 
where the upper tissues dilate and the os only 
remains rigid and unyielding. The mother and 
child are probably in good condition, and the 
pains strong, but the labor does not advance. 
After the usual preparation, the vagina is re- 
tracted and the anterior lip pulled down with 
the vulsellum. The posterior lip must be in- 
cised first, since otherwise it will retract out of 
reach. 

Four incisions are made reaching to the vaginal 
vault. Blunt tipped, strong scissors with long 
handles is the most satisfactory instrument. 
No sutures are necessary if the incisions do not 
bleed or tear farther. These cases are usually 
terminated by forceps, if by version there is 
danger that the incisions will be torn farther in 
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the extraction. When tears occur it is because 
the upper portion of the cervix is not dilated. 
For hemorrhage the incisions should be sutured 
or the entire vagina packed with gauze, or both, 
as soon as the uterus is emptied. 

The Diihrssen incisions are done in the same 
way but the conditions are not quite so stringent. 
For this method the supravaginal portion of the 
cervix must be effaced, but the infravaginal need 
not be. This brings us as it brought Diihrssen, 
to the last operation of this kind, the so-called 
vaginal Cesarean section, which will be treated 
elsewhere. 

In conclusion, therefore, we may state that 
dilating operations should be performed in about 
3 per cent of the cases, and while none of them is 
entirely free from danger (hemorrhage, infection, 
and lacerations), yet the dangers are greater in 
proportion to the rapidity of the operation. 
The slower methods should therefore be preferred, 
but one should not hestiate to use the rapid 
operations when the indications are present. 

In general one can accept the conclusions of 
Hammerschlag that the rapid operation should 
be employed in eclampsia, heart and lung dis- 
eases, premature detachment of the normal 
placenta, infections, and infectious fevers. The 
quick methods should not be employed in pla- 
centa previa, on account of the vascularity and 
friability of the tissues, and in the writer’s opin- 
ion, this applies with especial force to the so- 
called vaginal Cesarean section. Besides the 
danger to mother or child one must consider also 
the technical skill of the operator as well as the 
environment. In brief one may say that all the 
operations are reasonably safe for a physician 
who uses care and intelligence in his mechanics 
and asepsis. In general the conclusions of Ham- 
merschlag may be accepted — 

If dilatation can be done slowly: 

1. With child living, the metreurynter. 

2. Child dead or incapable of living, the body 
of child. 

If rapid dilation is essential: 

1. Child living and cervix not effaced, the 
fabric metreurynter. 

2. Child living, cervix effaced, manual method 
or cervical incisions. 

3. Cervix effaced, os nearly dilated, manual 
dilatation. (Forceps and body of child not to 
be considered.) 

4. Child dead or incapable of living, forcible 
extraction so far as it can be done without injury 
to mother. 
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A NEW TECHNIQUE FOR KEEPING COUNT OF GAUZE PADS! 


By CHANNING W. BARRETT, M. D., Cutcaco. 


INCE gauze has displaced sea sponges it 
has proven its place in surgery, yet as 
necessary as is the operating room gauze, 

it has become one of the patient’s surgical risks, 
the surgeon’s worry and annoyance, the night- 
mare of the nurse and is all too rapidly gaining 
legal standing, and has the honor of being intro- 
duced at court. 

No system has been infallible, and few wounds 
too shallow to prove a lodging place for pieces 
of gauze large or small. The abdominal cavity 
has been the chief but not the only source of 
trouble, gauze has been found left in the hand, the 
neck, a hernial region, a joint, and a tooth. 

Numerous methods have been employed to 
prevent the gauze being left, among which are the 
following, some of which have restricted the use 
of the gauze. 

1. Count is made of all pieces of gauze before, 
during, and at the end of the operation. This 
is open to the objections of a miscount, the 
possible cutting of some piece of gauze, an 
unnecessary search through the wound or cavity, 
while the gauze is elsewhere, a further search 
if the gauze is there, etc. 

2. Some make no count but depend upon the 
accuracy of their technique, which is open to 
nearly every objection of the other, plus the in- 
ability to check up at the end of the operation. 

3. Forceps are used to attach to each sponge 
through the medium of a tape. This has consid- 
erable merit, especially when combined with the 
other methods, but it is open to the objections 
that forceps necessary to the operation are used. 
The forceps are not fixed and may wander into 
unclean places or be drawn into the abdomen. 
They are like instruments used and are therefore 
a source of confusion, being picked up when a 
forcep, is wanted hurriedly, causing delay, or 
perhaps more often being removed from the tape 
for the operator’s or the assistant’s use. 

4. Pieces of gauze long enough or large enough 
that they cannot be lost in the abdomen are used, 
but those defeat the very purpose for which gauze 
is intended. 

The method used should allow of the free 
employment of the gauze for packing, sponging, 
etc., and yet in a cavity such as the abdomen 
some means outside the abdomen should im- 
mediately tell us how many sponges are therein, 
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and give us an easy and sure means of reaching 


them without abdominal search. Any method 
that requires this handling is open to serious 
objection. 

The simple technique that is described is not 
offered as a substitute for carefulness of technique 
or sureness of count but as a compliment to them, 
having all advantages of the forceps with extra 
advantages where the forceps present disadvan- 
tages. 

To laparotomy pads of all sizes, a small smooth 
inexpensive snap is attached through the medium 
of an eight or ten inch tape. To the laparotomy 
sheet a large horse blanket pin such as is now 
commonly used to group instruments is attached 
a little distance from the wound. 

When each sponge comes to the field of opera- 
tion it is snapped to the safety pin and is then 
introduced with safety, the number of snaps 
indicating at all times the number of pads in 
the wound, and the tapes furnishing a ready 
means of reaching the pads. 

The snaps are fixed, are not needed for other 
purposes, and are not to be confused with other 
instruments used and so remain at their task. 
Any sponge may be detached at will. 

If the snaps have not in any case been attached 
to the pads and sterlized with them, the snaps 
may be boiled with the instruments, and the tapes 
then tied to them when the sponges are opened. 

This has seemed to have helped in solving 
the problem of abdominal sponges. 


1 Read before the Chicago Gynecological Society. November 18, toro. 
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FORCEPS FOR END TO END 


SURGERY, GYNECOLOGY AND OBSTETRICS 


INTESTINAL ANASTOMOSIS 


A PRELIMINARY REPORT 


By L. POLLOCK, M. D.:, 


anD W. C. SPEIDEL, M. D., Catcaco, 


Senior Physicians, Cook County Institutions, Dunning, Lllinois 


HILE performing arterial transfusions 
W by the Crile technique, the turning 
back of the vessel over the canula 
as a cuff suggested to us a method of end to 
end anastomosis of intestines. The need of 
a method by which an end to end anastomosis 
of intestines may be made without the introduc- 
tion into the intestines of a button or a bobbin, 
impelled us after experimentation upon dogs and 
cadavers to devise the following instrument. 

The instrument consists of a forceps shaped 
so as to form at its end an oblong square having 
at the center of its distal side two rings which 
may be approximated; these rings are inserted 
into slots, whereby rings of several sizes may be 
used in the instrument, the sides being one-half, 
five-eighths, and three-fourths inches on their 
outside diameter. These rings are hinged and 
the halves of the rings are held together by means 
either of a spring or by a ball and socket lock. 

Technique. After the application of intestinal 
clamps, the mesenteric arteries are tied, the 
mesentery incised, and the intestines resected 
or divided in the usual manner. Each end of 


the intestines is then drawn through the rings ~ 


by a fine tissue forceps, and the ends turned 
back over the rings as a small culf, the forceps 
is then closed thereby bringing the mucosa of the 
two ends of the intestines into apposition. There 
is no difficulty in turning back the mesenteric 
border and with it a small amount of the mesen- 
tery; the first suture including the mesentery, 
and the mesenteric border of the intestines 
allows no subsequent bleeding. The severed 
ends may be then sutured by any of the various 
methods in vogue. In our work the Connell 
suture and an interrupted, through and through 
suture tied within the lumen of the intestine, 
reinforced by a Lembert suture, have given the 
best satisfaction. The forceps is then removed 
by opening the rings and the mesentery is sutured 
in the usual manner. 

By this method we obtain an absolute approx- 
imation of the ends of the intestines, perfect 
hemostasis as a result of the coaptation of the 
rings, an easy method of suture; the knots are 
all within the intestine, the serosa is well turned 
in, and the joint water tight. There are no 
confusing guy sutures to contend with and the 


Fig. 1. 


forceps once applied there is no further difficulty 
in holding the severed ends of the intestine 
together; there is but a small amount of the in- 
testines inverted and the resulting stenosis is 
minimal. 

The extreme difficulty of end to end anasto- 
mosis and the poor suturing resulting from 
imperfect approx mation of the ends has made 
this operation of secondary importance to that 
of lateral anastomosis, even when end to end 
anastomosis is the more indicated. 
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POLLOCK AND SPEIDEL: 


Fig. 2. Details of ring and shank: 1, Point of closure of 
ring; 2, hinge; 3, spring. 


Following a somewhat limited but eminently 
satisfactory experience upon dogs, and an exten- 
sive experience upon cadavers, we have been 
convinced that this procedure offers a rapid 
and comparatively easy method of intestinal 
anastomosis, and as such may replace on those 
cases where time is important such contrivances 
as leave a button, or bobbin, within the lumen of 
the intestine, relying upon an uncertain process 
for the healing of the intestines and the recovery 
of the button. 

We have had but little opportunity to use the 
forceps in operations upon the living human 
body, having used it in but one case. The 
patient is a female, presenting a rather unusual 
picture, showing symptoms of a paralytic ileus 
with a hard, firm, irreducible mass, not unlike 
an enlarged inguinal gland, about the size of a 
hen’s egg, in the region of the right femoral ring. 
There is no impulse on cough‘ng, pain on pressure 
is of a peculiar sickening character. Tympanites 
and vomiting coming on quickly, operation was 
determined upon. A median incision revealed dis- 
tended ileum bulging into the wound, blood tinged 
peritoneal fluid visceral peritonitis, a loop of small 
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Vig. 3. a, Mucosa of intestines turned back as cuff. 


intestine fixed in the right femoral ring. A second 
incision was then made over the mass in the 
groin, which is found to be prolapsed, right ovary 
and tube bound together with loose fibrinous 
adhesions to a four-inch loop of small, gangrenous, 
gut. The ovary and tube pedicle was tied off, 
cut, and removed, and the herniated intestine 
returned. Through the abdominal incision bull- 
dog forceps was placed on the intestine, distal 
and proximal to the strangulated portion, to 
prevent the escape of intestinal contents, the 
above described technique for application of the 
forceps was then carried out. The Connell 
suture reinforced by Lembert was used for 
coaptation of the intestines. The mesentery 
was then disposed of by interrupted catgut: 
vaginal and abdominal drainage instituted, and 
the abdominal incision closed in the usual man 
ner. The patient for the following six days ran a 
promising course the peritonitis gradually sub- 
siding, bowel movements normal in character, and 
frequency; developed hypostatic pneumonia and 
died on seventh day. 

Based upon the above consideration this instru- 
ment is offered in a preliminary manner. 
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NEW APPARATUS 


SURGERY, GYNECOLOGY AND OBSTETRICS 


FOR FRACTURE FIXATION 


By F. J. COTTON, M. D., Boston, MaAssacHusEetts 


HIS communication concerns itself only 

with the technique of operative inter- 

vention in fractures. The broad question 
of the scope of such intervention is not here 
in place, and in fact I am in some doubt 
whether the time is yet ripe for a really con- 
clusive or even dispassionate consideration of 
this broader question. We are to-day in this 
matter in a cross-fire between two parties, those 
who have long treated fractures with skill and 
obtained fair results but are not in the first 
instance operators, and on the other hand the 
operating surgeons who are not very conversant 
with fractures or the results of conservative 
treatment, but who will operate on anything at 
any time. 

Nevertheless there is no doubt that many 
fractures should be treated by operative measures, 
and equally little doubt that very firm and rigid 
fixation is needed in certain cases. 

Such fixation often cannot be obtained, in case 
of femur fracture for example, by means of buried 
staples or metal plates and screws. Fresh frac- 
tures may usually be held in such fashion, but 
only too often cases are brought to us only after 
weeks of routine treatment have failed. In 
such cases even reduction by open operation is 
difficult, and for effective retention we must 
resort to rigid apparatus of some real strength. 

Parkhill was the first to realize this fact, but 
his apparatus was in some measure deficient 
mechanically, particularly in that it required 
an almost impossible accuracy in drilling. All 
other apparatus devised, except that of Lambotte, 
is open to the same objection. 

The apparatus here described was devised to 
meet a present need before I had learned of Lam- 
botte’s ‘“‘fixateur”; it is now presented after 
ample and successful trial in the treatment of 
cases. It is exactly as efficient as Lambotte’s 
complicated apparatus, far simpler to apply, 
and has the advantage (of no mean importance 
in hospital practice at least) of a cost not over 
ten per cent of that of the “‘fixateur.” 

Moreover the simplicity of introduction of the 
diamond-drill-pointed screws with the “auto- 
matic” drill handle is of great advantage, and the 
whole apparatus, while rigid, is lighter and handier 
than any other described to date. 

1In such cases bone plates may give, for the time, a rigid holding, but 


they loosen rather early, and. besides this, irritation not uncommonly calls 
for their removal before union is solid. 


I do not believe that such apparatus is often 
called for, but in certain old or new fractures 
(usually approximately transverse fractures) of 
the femur that cannot be brought into place by 
ordinary methods, in a certain few fractures of 
the upper arm, and some few fractures of the lower 
leg, such a rigid apparatus is needed not un- 
commonly. For these only it is offered. 

I can only say that I am perfectly satisfied with 
the mechanical efficiency of the apparatus. 

It consists in the first place of steel screws of 
a diameter of five-sixteenths of an inch, with 
a screw thread of twenty-four turns to the inch 
cut on the fore end for a distance of one and 
three-fourth inches, and at the butt for a distance 
of three and one-fourth inches. This leaves a 
smooth polished shank (as shown in the cut) 
at the point where the skin must eventually 
lie in contact with the screw. Each screw is cut 
at its tip into the shape of a “diamond point” 
drill, at the other end it is so squared and tapered 
that it may be firmly and squarely held in a 
“drill chuck.”” The drill handle used is one 
furnished with such a “chuck,” operating on the 
same principle as the more familiar “‘automatic”’ 
screw-driver. 

All that is necessary is to set the drill screw 
in the handle squarely, to set the point against the 
bone, and then alternately press on and release 
the “automatic” handle. 

With a little practice it is easy to feel the prog- 
ress of the drill screw through the cortical layer 
to the marrow and thence (if we wish to go so far) 
to estimate accurately the penetration of the drill 
point far enough to engage the opposite cortical 
layer. 

Experiment on dead fresh bones has served 
to give an empirical adjustment of the bevel of 
the drill point to the screw thread sufficiently 
exact so that drill action merges into screw pen- 
etration imperceptibly. 

The force needed to drive these screws in this 
way is slight, the time unbelievably short. 

Two screws are in this way inserted into each 
fragment; the accuracy of their alinement is 
in some measure a matter of guesswork, and can 
never be quite accurate. 

The next step is accurate reduction of the 
fracture fragments. Then we must attend to 
fixation. 

We have four screws emerging from the wound, 
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On each screw 


lying approximately parallel. 
is spun the nut D (and D’) and over it the washers 


Eandthen F. Then over the whole set of screws 
comes the oak board A and then the washers 
F and E and the nut D. 

If the screws lie practically parallel all we have 
to do is to “set up” the nuts from above and 
below, using the flat wrench I. 

These nuts and washers are not steel, but iron, 
soft enough so that they can be “jammed” 
or “froze” in the setting up, giving a peculiarly 
rigid fixation. 

If one screw or more lies obliquely when the 
bones are properly adjusted, we must have 
recourse to the special segmental washers shown 
in elevation as G, in plan as H, in Fig. 1. 

These are brass castings roughened with a 
cutting file or hacksaw to prevent slipping. If 
these are set at the proper angle they give a 
firm hold for even very obliquely set screws, the 
nuts on which may be screwed down so as to 
secure a bearing surface tangential to the convex 
surface indicated in G. 

The advantage of this arrangement is that an 
absolutely rigid fixation may be secured in this 
way without the least tendency to twist the 
screws (and with them the bones) out of the proper 
alinement. 
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Broadly speaking, with fair luck and skill, 
these special washers will not be needed for more 
than one screw in four, while if even one screw in 
four is thrown out of line by screwing nuts down 
to the flat board surface, the whole adjustment 
is ruined. 

There is nothing new about screw bolts for 
fixation, even the light rigid oak plank is not new, 
but these “tangential” washers are new, the 
diamond point with the screw thread directly 
following it is new, and I think the “automatic” 
drill handle has not previously been employed in 
this work. 

Certainly the apparatus is very rapidly and 
exactly applied, permits of very exact and ab- 
solutely rigid adjustment, and has proved itself, 
in a year and a half of trial, very satisfactory in 
the class of cases for which it is here proposed. 
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AN INTRAVESICO URETERORENAL 


By W. 


HE title under which this case is reported 
is more or less descriptive of the anatomical 
position occupied by the tumor. The 

interesting feature is the manner in which the 
tumor probably grew downwards from within 
the pelvis and calices of the kidney through the 
ureter into the bladder, apparently not being 
attached to any one of these three organs. The 
method in which the ureteral and vesical portions 
of the tumor were removed is I believe unique. 


Case. Mrs. Z., twenty-eight years old; housewife. Ad- 
mitted to Sydenham Hospital March 3, 1910; discharged 
April 13, 1910. 

Family history. Father and mother died of tuberculosis. 
No other diseases in the family. Husband well. 

Previous history. Married seven years; does not re- 
member diseases of childhood. She says that she has 
never been ill in her life excepting the present illness which 
has lasted for two years. Menstruation began at fifteen. 
Always regular every thirty days. Has never been preg- 
nant. 

Present history. Two weeks ago patient says she 
“caught cold” and had pain all over her body. She was 
put to bed the next day, and had chills and fever. She 
has been very nervous for a number of years. This ner- 
vousness has increased so much recently that she can hardly 
talk. She has always been constipated; would sometimes 
go without bowel movement for a week or more until a 
cathartic was taken. When she does not take a cathartic 
she has to strain, and she has often noticed fresh blood in 
feces. Since onset of acute symptoms she has suffered 
very much and feels weak. She thinks that she has lost 
ten pounds in two weeks. Five days ago she felt for the 
first time a large mass on the left side under the costal 
margin. This mass was not painful nor tender, and re- 
mained the same size. Her appetite is poor and she feels 
feverish. For the last two years the patient has been 
troubled with urination. She urinates three times a day 
and once at night. She thinks that she passes more at 
one time than is normal, and says that she often has the 
desire to urinate but cannot. She has no pain on urination 
but has to strain. She has never observed any blood in the 
urine, but it has at times contained “clouds.” 

Physical examination. General appearance fair, face 
flushed, skin normal, no eruptions. Eyes, no icterus, 
pupils normal, react to light and accommodation. Mouth 
and pharynx normal. Chest contour normal. Heart 
and lungs negative. Abdomen, no distension, no tender- 
ness, no rigidity. A large freely movable mass was felt 
two fingers below left costal margin, one finger below the 
umbilicus, internally by median line and externally by 
axillary line. Consistency hard, no fluctuation, not 
adherent to overlying tissue. Percussion note over tumor 
is tympanitic. Glands slightly palpable in inguinal 
region. Extremities normal. Vagina normal. Reflexes 
normal. 

Cystoscopy March 7th, by Dr. Schapira, before the 
operation. Bladder filled with six ounces of fluid after 
repeated washings. Cystoscopic picture, bladder highly 
congested. Erosion below the left ureter, and pus escaping. 
A mass about the size of little finger seen protruding from 
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the left ureter into the bladder so tight up against the 
ureter that the catheter could not be inserted within it. 
Right ureter catheterized, urine normal. 

Operation March 8th, nephrectomy. An incision four 
inches long was made on the left side between the costal 
margin and the ilium. Another incision two inches long 
was carried forward from the first incision through the 
fascia and muscles. The peritoneum was exposed and 
pushed forward without being opened. The kidney was 
found to be greatly enlarged but was gradually delivered 
through the wound. The pedicle of the kidney was 
ligated and the kidney removed. Upon inspection the 
severed ureter was found to be plugged with a solid mass 
of fibrous-like tissue. This mass was grasped in forceps 
and upon traction a smooth worm-like cast nine inches 
long was withdrawn from the ureter, the last three inches 
of which was recognized as the finger shaped tumor seen 
in the bladder at the cystoscopy. Ureter was then ligated. 
The muscles were sutured with plain catgut. Fascia was 
sutured with chromic catgut. Plain catgut was used 
for the skin. Two large cigarette drains were inserted, 
one downwards towards the ureter, the other upwards in 
the region that the kidney occupied. 

Cystoscopy March 31st, by Dr. Schapira after the opera- 
tion. After a double washing of the bladder it was filled 
with ten ounces of fluid. Cystoscopic picture, congestion 
of the bladder, erosion about the left ureter with thick 
pus protruding. The right ureter was normal and func- 
tionating properly. The finger shaped mass seen at the 
first cystoscopy was now absent. Wound healed rapidly: 
recovery uneventful; discharged cured April 13, 1910. 

Urine, March 5, 1910, before the operation. Reddish. 
Thick sediment. Specific gravity, 1022. Albumin, cloudy. 
Indican and casts negative. Blood present. Many blood 
cells and urates present. 

Urine, April 3, 1910, over three weeks after the operation. 
Amber. Clear. Flocculent sediment. Acid. Specific 
gravity, 1012. Albumin, indican, and sugar, negative. 

Blood, March 5, 1910. White corpuscles, 12,000. 
Polymorphonuclear, seventy-four per cent. Lymphocytes, 
twenty-six per cent. 

Examination of the gross specimen of the kidney by 
splitting open the pelvis and inner edge to both poles 
permitted the easy shelling out of a smooth nodulated 
tumor, apparently in no way connected to the kidney. 
This body with the ureter and bladder portion of the 
tumor growing within the pelvis and calices of the kidney 
downwards within the ureter into the bladder, apparently 
in no way connected with the kidney, ureter or bladder, 
suggested a parasite or helmenth, that took shape and form 
according to the host within which it grew, and we thought 
of the cases of cysts of the pelvis of the kidney and ureter, 
reported by Eve, Henry Morris, Clarke, Kahlden, and 
Bland-Sutton, that were parasitic in origin due to the 
presence of coccidia. This surmise however is not sub- 
stantiated by the pathological report. 

The kidney and tumor were examined at the laboratory 
of Dr. Sondern, who reports the following: 

Fig. 1, specimen of the kidney presents the following 
measurements: 


Length from pole to pole................ 21 cm 
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Fig. 1. An intravesico ureterorenal tumor. Kidney 
showing dilated pelvis and calices from which the renal 
portion of the tumor has been removed. 


Ixternally the kidney presents a slightly lobulated 
appearance. In places it is pale gray in color and in other 
places slightly reddened from congestion. Section shows 
the medulla absent and the cortex replaced by large 
communicating cavities, all of which communicate with 
the pelvis, which is very much dilated. 

Microscopic section through the cortex shows a structure 
of very cellular fibrous tissue through which can be seen 
an occasional urinary tubule, either lined by flattened or 
cuboidal epithelium or destitute of epithelium. The 
lumina of these tubules all contain pus. The fibrous 
interstitial tissue between the tubules is infiltrated by 
leucocytes and serum. The glomeruli are almost univer- 
sally replaced by dense fibrous tissue, but there are a few 
remaining which have permeable capillaries. The blood- 
vessels are increased in number and many of them show 
thickened walls. Cortex and medulla cannot be distin- 
guished microscopically. 

Body from within kidney, ureter, and bladder, Fig. 2. 
The external coniour presents a nodular and lobulated 
appearance extending from one side of which is a caudate 
appendage having a length of nineteen cm.; and a diameter 
at its widest part near its center of one cm. 

Microscopic section from the upper part of this appen- 
dage shows a vascular fibrous tissue structure which is 
permeated by an exudate of leucocytes and serum. Here 
and there are seen a few cystic spaces lined by flat epithe- 
lium and filled with coagulated fluid. The surface is 
covered by a transitional form of epithelium similar to 
that found in the pelvis of a normal kidney. 

The lobules of which the body of the mass is composed 
vary in diameter from one and one-half cm. to seven cm. 
The external surface of these lobules is smooth and light 
yellow in color. Some of them are cystic and filled with 
clear fluid, while others are solid bodies. 

Microscopic section through several of these lobules 
shows a vascular fibrous tissue structure through which 
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tumor. Tumor 
BB, Ureteral 


ureterorenal 
AAA, Kidney portion of tumor. 
CC, Bladder portion. 


Fig 2. intravesico 
specimen. 


portion. 


are numerous spaces, some lined by stratified transitional 
epithelium, others by a single layer of flattened epithelium. 
They contain coagulated fluid. They all show an inflam- 
matory process which appears in the form of an exudate 
of leucocytes and serum. The surface of the lobules is 
covered by a transitional epithelium similar to that found 
in the urinary tract. 

Remarks. In this case it would seem that during 
embryonic life some part of the medulla of the future 
kidney failed to unite with the cortical portion and as a 
result an inclusion has been formed which developed into 
the structure found occupying the bladder, the ureteral 
canal, pelvis of the kidney, and cystic cavities of the cortex 
of the kidney. 
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CLINICAL CONGRESS OF SURGEONS 
OF NORTH AMERICA 


The idea of the organization of a compre- 
hensive medical society which would have 
for its object the emphasizing of clinical 
demonstrations, rather than the reading and 
discussion of papers, was outlined in this 
journal in an editorial in the September num- 
ber of this year. 

In that editorial it was announced that the 
editors of SURGERY, GYNECOLOGY AND Ob- 
STETRICS would initiate the experiment in 
Chicago in November, by inviting a large 
number of men interested in surgery in the 
United States and Canada, to witness the 
clinics of Chicago surgeons. 

Several thousand invitations were issued 
and fully thirteen hundred men responded 
and visited Chicago during the two weeks, 
November 7th to roth. The experiment 
yielded in point of numbers an attendance 


far in excess of the expectations of the most 
optimistic, and from the standpoint of gen- 
uine scientific interest in surgery it was a 
veritable triumph. 

Why did surgeons come from various points 
of the continent on the invitation of a few 
men, with no organization, with none of the 
fraternal or social features of the great 
special or general societies to attract them, 
in numbers greater than ever attended any 
other surgical society on the continent? 

It was the clinical idea that appealed. 
It was the opportunity to see the clinical 
idea made effective in an organization that 
compelled. The idea has been growing for 
the last two decades and it was crystallized 
in a comprehensive and practical way in 
Chicago last month. 

“This tendency to learn by watching the 
actual work of the masters has become more 
and more popular, and the demand of the 
spirit this has engendered is for greater oppor- 
tunities for clinical observation. If the tech- 
nical skill of American surgeons, or those of 
any other community, is especially excellent, 
it is because these surgeons are willing and 
anxious to learn by observing and_ being 
observed while actually at work in the oper- 
ating room. This sort of training and ob- 
serving has without doubt unhorsed a few 
literary and oratorical clinicians, but on the 
other hand it has brought to their proper 
perspective the hard-working, painstaking 
surgeons who make good.” 

This quotation from our previous editorial 
in the light of recent history is not only more 
true than when it was written but actually 
prophetic. 
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Dr. Murphy struck the keynote of why 
the clinical society is and will be attractive 
when he said in the course of a speech favor- 
ing a permanent organization to carry on 
the clinical meetings: 

“T believe that the organization of the 
American medical profession and the medical 
profession of the world into clinical organiza- 
tions is the best means of education that is 
afforded organized medicine. We have had 
considerable experience in that line. We 
organized a clinical surgical society some five 
or six years ago, and I can say that there is 
no medical organization to which I belong 
from which I derive ten per cent of the 
benefit I do from that ciinical organization. 

“Hearing papers and reading papers is 
one thing. Seeing men do things is another. 
We all know that no such benefit can be 
derived from hearing papers read as can be 
obtained from seeing the work done before 
us. When you see and hear it in the latter 
way, it is a part of yourself. When you 
hear it read, it is still the author’s, although 
a small part of it has been absorbed by your- 
self. 

“T feel that this organization can be the 
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pivotal organization of this country. I feel 
that we can keep a year or two or three years 
in advance of the journals, and that we can 
keep at least five to seven years in advance 
of the text-books, because it takes just about 
that time for new things to get into the text- 
books and into the journals. A large pro- 
portion of the very best things never get into 
journals or text-books at all. This is one 
accomplishment that can be assured by this 
organization, and I am very glad to be here 
to add my little word in favor of the organ- 
ization which you are contemplatng_ to- 
night.” 

Many surgeons urged perpetuating the 
clinical meetings. An organization was de- 
manded that would insure a yearly call to 
see the work of master surgeons in some one 
of the clinical centers of North America. 

The idea was first suggested in September. 
The time must have been ripe. In November 
the experiment was tested. Now after three 
short months one thousand men in attendance 
on the initial call have incorporated it into a 
great organization offering possibilities of 
unusual moment for the future of scientific 
surgery. 


ALBERT 


J. OCHSNER 
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THE FIRST PRESIDENT OF THE CLINICAL CONGRESS 
OF SURGEONS OF NORTH AMERICA 


HE Congress is to be congratulated upon the choice of its first presi- 
dent. Wherever surgery is known the name of Ochsner is respected 
and the ideals of scholarship and scientific attainments he so fitly 

represents may well be the standard of the Clinical Congress in the future. 

Dr. J. B. Murphy expressed succinctly the attitude of the surgical pro- 
fession when in his nominating address he used the following words: ‘I 
take great pleasure in naming a man for President who has contributed so 
much to ornamenting and enlightening clinical surgery in this great land, 
whose name is synonymous more for the advancement of clinical surgery 
than any other name I know.”’ 

Dr. Albert J. Ochsner graduated from Rush Medical College in 1886. 
His ability has been recognized in his appointment as Clinical Professor of 
Surgery to the College of Physicians and Surgeons, Chicago. Augustana 
Hospital, where he is surgeon-in-chief, has become one of the centers of 
clinical surgery, and is visited each year by a constantly increasing number 
of surgeons. As a member of all the important national and local medical 
societies, the profession at large has grown to know and admire him, to 
respect his careful scientific judgment, and to love him for his kindly 
manner and nobility of mind. 

The Congress may rest assured that under his presidency the organiza- 
tion will grow constantly in the scope of its work, and its ideals will reflect 
the best there is in the surgery of North America. 
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SURGERY, GYNECOLOGY AND OBSTETRICS 


A REPORT OF THE FIRST MEETING OF THE CLINICAL CONGRESS 


As a result of the invitation sent by SuRGERY, 
GYNECOLOGY AND OBSTETRICS to twelve thousand 
surgeons on this continent to attend the clinics 
of eighty or more Chicago surgeons, during the 
two weeks, November 7th to 19th, nine hundred 
and thirty registered at the headquarters; and 
it is estimated that at least three hundred others 
attended who did not register, or in all nearly 
thirteen hundred, indicating that one in ten of 
those invited availed themselves of the oppor- 
tunity the invitation afforded. 

From the first morning, when several hundred 
registered and rapidly scattered to the well known 
clinics of Ochsner, Murphy, Bevan, Frank and 
others, and later in the day to Cook County 
Hospital, Rush, Physicians and Surgeons, and 
the Northwestern University medical schools, 
until the curtain was rung down on Saturday 
evening two weeks later, there was no sign of 
flagging interest or enthusiasm on the part of 
the visitors or on the part of those conducting 
the clinics. All surgical Chicago caught the 
spirit of hospitality, and the large hospitals, such 
as Michael Reese, St. Luke’s, and Wesley, pre- 
pared programs for certain days where clinics 
and demonstrations were given by relays of 
prominent operators extending almost continu- 
ously from morning till night. Borderline clinics 
were given in whtch interesting unison work was 
done by the surgeons working in conjunction 
with prominent internists and _ pathologists. 
The post-graduate schools vied with each other 
and contributed interesting days of continuous 
instruction. Without any exception the under- 
graduate medical schools, Rush, College of Phy- 
sicians and Surgeons, Northwestern, Hahnemann 
and others, presented interesting clinics, and 
made special days for the visiting surgeons. 

The individual demonstrations on cystoscopy, 
blood-vessel surgery, transplantation of bone, 
transplantation of organs, intestinal suturing, 
gunshot wounds of the intestines, blood trans- 
fusion, etc., given before small classes, were in- 
teresting to those interested especially in experi- 
mental surgery. 

The obstetricians, too, were on the qui vive 
to serve the visitors, and several interesting 
obstetrical demonstrations were provided, in- 
cluding at least two Cwsarean sections. 

On enormous bulletin boards at headquarters 
were displayed the programs of the different 
clinics twenty-four hours in advance. Printed 
programs were issued each day that gave the 


hourly details of the clinics or demonstrations 
at all colleges and hospitals. 

Special tickets were issued for the most sought- 
for clinics or demonstrations to the limit of 
capacity or comfortable accommodation. This 
avoided overcrowding and distributed the visit- 
ors to a large number of operators, thus giving an 
opportunity to some of the younger and less 
well known operators to obtain merited appre- 
ciation. 

At night, after a day of clinical feasting, fol- 
lowing the dinner hour, came the medical society 
programs and the social features of the meeting. 

The Chicago Medical Society held two meetings, 
one addressed by Charles H. Mayo, of Rochester, 
the other by John B. Roberts, of Philadelphia, 
and W. S. Thayer, of Baltimore, together with 
Chicago talent. The Chicago Surgical Society, 
the Chicago Neurological Society with a border- 
line program, the Chicago Orthopedic Society, 
and the Chicago Gynecological Society, each 
devoted an evening to entertaining scientific 
programs. All of these meetings were among the 
largest ever held by the respective societies, thus 
emphasizing the wisdom of holding them. 

The social functions consisted of society din- 
ners preceding each meeting, to which the visitors 
were invited, and three more elaborate affairs 
given by the surgeons of Chicago. One was a 
large formal reception by the Editorial Staff of 
SuRGERY, GYNECOLOGY AND OpsTETRICS and 
their wives to the visiting surgeons and their 
ladies and the clinical surgeons of Chicago. 
This was held in the banquet hall and red room 
of the Hotel LaSalle and was pronounced by all 
an enjoyable occasion. The second was a re- 
ception tendered by Alexander Hugh Ferguson, 
president of the Chicago Medical Society, at his 
residence, to the visiting surgeons and their 
wives. The third was a smoker given by the 
clinical surgeons of Chicago to the visiting sur- 
geons. This was an informal hurrah, and the 
good fellowship displayed was highly enjoyed 
by all. 

On Friday of the second week, two hundred 
of the visitors accepted the invitation of Dr. 
James Burry to inspect the hospital of the United 
States Steel Corporation at Gary, Indiana. 
Afterwards they were entertained at luncheon 
and given an opportunity to inspect the great 
plant. Transportation and all the good things 
of Gary were at the disposal of the visitors, and 
the day and host were pronounced a great success. 
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THE ORGANIZATION 

Inevitably talk of a permanent organization 
began early and scores of visitors as well as many 
of the Chicago clinicians urged that an early 
meeting be called for that purpose. The success 
of the undertaking was so apparent and the idea 
of a purely clinical medical meeting so impelling, 
that on Wednesday, November 16th, a bulletin 
was posted calling for a meeting of those present, 
to assemble at the headquarters at the Hotel 
LaSalle to consider the advisability of organizing, 
and if considered favorably, to organize. 

At the appointed time about three hundred of 
the visiting surgeons assembled. Dr. J. B. 
Eagleson, of Seattle, was called to the chair, and 
after an informal expression of opinion from sev- 
eral of the surgeons, all enthusiastically urging 
an organization, it was unanimously voted to 
organize. 

It was decided, inasmuch as there were visitors 
from Canada, Mexico, the West Indies, the 
Canal Zone, the Philippines, and the Hawaiian 
Islands, as well as nearly every state in the 
Union, to make the organization continental in 
scope. The object of the new organization was 
stated “to promote by means of literature and 
clinical demonstrations, the art and science of 
surgery.” 

The name of the society is to be “The Clinical 
Congress of Surgeons of North America.” Its 
meeting place “one of the large clinical centers 
of North America.” Its membership shall con- 
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sist of all reputable surgeons who are subscribers 
to its official organ, and those who register each 
year at its regular meetings. The executive and 
elective body shali consist of representatives 
chosen each year as follows: One from each 
congressional district of the United States, and 
two representatives at large from each state; 
one from each parliamentary district of Canada, 
and two at large from each province of Canada; 
two from Mexico and each Central American 
republic, two from each colony of the United 
States, two from each of the government depart- 
ments, the Army, the Navy, and the Marine 
Hospital Service. 

The literary organ of the organization is Sur- 
GERY, GYNECOLOGY AND OBSTETRICS. 

The officers of the organization are a President, 
a Genera! Secretary and Editor, a General Re- 
corder and Treasurer, and a General Manager. 

In a very dramatic and felicitous speech Dr. 
John B. Murphy nominated Dr. Albert J. Ochs- 
ner, of Chicago, as the first President of the Con- 
gress, and the election was made by acclamation 
and with great enthusiasm by those present. 
The other officers elected were Dr. John G. Clark, 
of Philadelphia, Vice-President; Dr. Franklin 
H. Martin, General Secretary and Editor; Dr. 
Allen B. Kanavel, General Recorder and Treas- 
urer; and Mr. A. D. Ballou, General Manager. 

The selection of the next meeting place was 
delegated to the executive committee, which is 
composed of the officers of the Congress. 


ORGANIZATION OF THE CONGRESS 


Pursuant to the call for a meeting to consider 
the advisability of effecting an organization for 
continuing the clinical meetings, three hundred of 
the visitors gathered in the east room of the Hotel 
LaSalle on Thursday afternoon, November 17th. 
Dr. J. B. Eagleson of Seattle, Wash., was elected 
chairman. 

Discussion with regard to a permanent organi- 
zation was opened with a résumé by Dr. Martin 
of what had been accomplished: 

“There is no question in my mind that this 
should be made a permanent organization. It has 
been an enormous inspiration to those of us who 
have done the work incident to these clinics. and 
we all hope that it has been an inspiration to the 
men who have come to see the work. I don’t 
know that you realize the scope of this enterprise, 
and the time and labor expended. When we began 
to talk about it, we had no idea that we would have 
mcre than 250 or 300 men here in response to our 
invitation, but as it has grown we have been led 
to expect more ana more, and we have in Chicago, 
at its consummation, in the neighborhood of 1,300 


men attending the clinics. The actual registration, 
with two days still to hear from, is 914 men. ‘That 
makes this meeting the largest surgical mecting 
ever held on the American continent, and probably 
the largest medical meeting ever held on this con- 
tinent with the exception of the American Medical 
Association. By a glance at the summary I have 
of the registrations, I see that we have men regis- 
tered from China, from every state in the Union 
with three exceptions, one from New Zealand, two 
from Mexico, one from Arabia, one from the Canal 
Zone, and a large number from Canada. The 
largest registration has of course been from Illinois 
with 286; next to Illinois comes Ohio with 52; 
Indiana with 50; Canada with 35; making not a 
little medical society if you please, but a continental 
if not an international socicty.” 

Answering a question by Dr. J. A. Williams, 
of Greensboro, N. C., as to whether a similar society 
was in existence in America, Dr. Martin stated: 
“There are surgical societies, and gynecological 
socicties, and one clinical society of surgeons, but 
there has been no organization like this one. This 
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organization is unique in that an unlimited number 
can be invited to witness clinical work by a lot of 
prominent surgical teachers working simultaneously. 
Its strong point is demonstrations instead of talk and 
reading of papers. It differs from the clinical 
society in its greater comprehensiveness. It admits 
everybody to see the work of a few.” 

Dr. J. B. EAGLEson, Seattle, Wash.: “I for one, 
from the far Pacific Northwest, have been very 
much pleased with the work presented to us in this 
city. It has been far beyond my expectations, 
and I certainly have felt many times repaid for 
traveling 2,000 miles to be here.”’ 

Dr. Witui1Ams: While I asked the question about 
a previous organization, I did so because I thought 
there was such an organization, although I am not 
a member of it, and as the President has expressed 
his appreciation, I am one from the East who has 
derived great benefit too. I see no reason why 
there should not be such an organization, and I for 
one am certainly in favor of it. 

Dr. T. P. WuHatey, Charleston, S. C.: Mr. 
Chairman, I wish to say that no such organization 
as this has ever occurred in medicine in this country 
that I know of. When it comes to men of the stand- 
ing we have seen here, and an organization and 
clinics of the magnitude we have here seen, nothing 
has ever occurred in America which parallels this in 
my mind, and I think it would be a great benefit 
to the surgeons all over the United States to have 
such an organization, with rules and by-laws to 
govern it. 

Dr. J. M. NEEL, Dallas, Texas: I live in the 
South, and want to add only a word. I have been 
greatly benefited by this meeting, and I am heartily 
in favor of the organization. 

Dr. W. D. Warp, Rochester, N. Y: I just want 
to express my thanks to the men who have organ- 
ized this meeting and also thank them for their 
great courtesy. I feel that I have been very much 
benefited by it. The clinics have been very good, 
and I am going back knowing several things which 
I did not know before, and I am going to take the 
benefit of it and put it into practice. I certainly 
hope we may have occasions in the future like we 
have had here. 

Dr. O. S. McCown, Memphis, Tenn.: I don’t 
think there is a man here who can leave without 
feeling that he has been benefited. I think that 
we must all feel we owe much to Dr. Martin and the 
men of Chicago who have given us such a treat 
and who have provided us an opportunity to spend 
a short time so profitably. 

Dr. A. B. MILLER, Macon, Missouri: Mr. Chair- 
man, I see but one difficulty in the way. There 
can be but one opinion as to the benefits the pro- 
fession would derive from such an organization, 
and I certainly would be very much in favor of it. 
We certainly are under obligations to the profession 
of Chicago for the feast we have enjoyed, but I 
should feel loath to ask that they be put to such a 
task again. I should like an expression from the 
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Chicago surgeons. We certainly could stand this 
every year or twice a year so far as that is concerned, 
but whether they would be willing to do so—I 
take it for granted from Dr. Martin’s prominence 
in this movement that he would so far as he is con- 
cerned — and whether other cities would be will- 
ing to assume such a task as has been so success- 
fully consummated, here, I don’t know. 

Dr. Martin: The point is well taken in regard 
to the surgeons who have been doing the work. 
I have no doubt but that most of us feel pretty well 
frazzled from the two weeks’ work. I am sure that 
I do, but it is always worth while, you know, to 
live on a high plane for a period of time; then the 
pleasant reaction comes. I am sure that the Chi- 
cago surgeons will welcome this organization or 
any organization that will come and stimulate them 
to work at any time as this meeting has stimulated 
them, but we have a larger field than Chicago and 
if we are going to make this society a society that is 
worth while, it must not only be continental from 
the standpoint of those who are here, but we want 
to make it so otherwise. We have received very 
flattering overtures from other cities, and I can say 
pretty definitely if this organization is effected, 
that the next meeting will not be held in Chicago. 
Once a year or once in six months, a meeting of this 
kind if held in Chicago would soon degenerate into 
a matter of course affair, and Chicago would not 
be as keen as it would be if it had competition with 
Philadelphia, New York, St. Louis and other cities 
large enough to accommodate such a meeting, and 
to alternate with this city in the entertaining. 
I want to say one thing emphatically, and it is this, 
if this Clinical Society cannot become a Congress 
that will command a large number of men, it cannot 
be a success. The prominent clinicians in the large 
cities will not be vitally interested unless we can 
promise an enthusiastic and large attendance. 

Dr. J. B. Murpnuy, Chicago: Mr. Chairman, 
I feel that the gentlemen attending the clinics 
ought to be tired of hearing me, as I have been 
talking so continuously for the last two weeks. 
But I am interested in this organization. I believe 
that the organization of the American medical pro- 
fession and the medical profession of the world, into 
clinical organizations is the best means of education 
that is afforded organized medicine. We have had 
considerable experience in that line. We organized 
a clinical surgical society some five or six years ago, 
and I can say that there is no medical organization 
to which I belong from which I derive 10 per cent 
of the benefit I do from that clinical organization. 
We have our meetings twice a year and only for two 
days. I think the plan suggested here to have it 
for a longer period of time is good. When any man 
leaves home, he can just as well stay a week or two, 
and he will derive the greatest benefit that can be 
derived from a meeting of men interested in the 
scientific advance of medicine. For the man at 


home who is giving the clinics, it is a labor and he 
does not derive so much benefit from it, but he has 
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the pleasure of looking forward to the time when 
the other man has to perform and he can look on, 
and he feels that what he is doing is for the advance- 
ment of education. Hearing papers and reading 
papers is one thing. Seeing the men do things is 
another. We all know that no such benefit can 
be derived from hearing papers as can be obtained 
from seeing the work done right before us. When 
you see and hear it in that way it isa part of your 
self. When you hear it read. it is still the author’s, 
although a small part of it has been absorbed by 
yourself. I feel that this organization can be 
the pivotal organization of this country. I feel 
that we can keep a year or two or three years in 
advance of the journals and that we can keep at 
least five to seven years in advance of the text- 
books, because it takes just about that time for the 
material to get into the journals and into the text- 
books. A large proportion of the very best things 
never get into the journals or text-books at all. 
This is one thing that can be obtained by this organi- 
zation, and I am very glad to be here to add my 
little word in favor of the organization which you 
are contemplating to-night. 

Dr. JASPER HALPENNY, Winnipeg, Man.: To 
say that we are delighted, we that have come across 
the line, with the work that we have seen and the 
treatment we have received at the hands of the sur- 
geons of Chicago, would be putting it very mildly 
indeed. I know as a positive fact that there are 
men here who have received a stimulation, which 
will go back to their home cities with them, who 
are teachers in medical schools, and the remem- 
brance of the enthusiasm and amount of work offered 
by the men of Chicago, will result on their part in 
better surgical work and better teaching. Now, 
I see in the future, when these meetings are held 
in New York, Philadelphia, and other cities, the 
men in the medical departments of the universities, 
interested in these particular lines of work, will 
attend and will be able to get ideas which will 
advance medical education throughout this conti- 
nent in a way that we are all so anxious to see, fol- 
lowing the report of Flexner on medical education. 

Dr. Jacop FRANK, Chicago: Mr. Chairman, 
I speak for the Chicago surgeons and also for my- 
self. I will say that I have enjoyed the best two 
weeks of my life. Although it was a little stren- 
uous and took a great deal of time, we all enjoyed 
it. It has brought the surgeons closer together, 
and I feel that I not only imparted something to 
those that visited me, but I also learned something 
from them. I am sure it would not be too much 
of a task for the surgeons to have this same meeting 
next year, but if the gentlemen here see fit to ar- 
range otherwise, to have it at some other place, 
we must not be selfish. Of course, as Dr. Martin 
says, if we have the meeting here every year, it will 
become a matter of fact, although I feel that the 
surgeons of Chicago would not consider it too much 
of a burden to meet you all again next year. 
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Dr. Emery MarveEt, Atlantic City, N. J.: As 
the Chairman has given testimony from the Pacific 
slope, I would like to add a word from the Atlantic 
slope. I came here from Atlantic City, expecting 
much, as I wrote Dr. Martin in November of this 
year. I found much and more and am going away 
with the consciousness of two weeks well spent and 
with regret for those who were unable to attend 
this meeting and observe what the Chicago men have 
offered. I wish to add a word in support of the sug- 
gestion that a permanent organization be made. 

The following resolutions were presented by Dr. 
J. P. Lord, of Omaha. in the absence of Dr. A. G. 
Hamilton, of Thermopolis, Wyo., and adopted by 
a rising vote: 

WueErEAS, a clinical meeting of surgeons of 
North America is now being held in the city of 
Chicago, under the auspices of SURGERY, GYNE- 
COLOGY AND OBSTETRICS, and 

Whereas, through their efforts, a vast amount 
of clinical material for surgery has been procured, 
and excellent instruction has been given on all sub- 
jects pertaining to surgery, and 

Whereas. pleasing social entertainment has been 
provided by them for the visiting surgeons, There- 
fore be it 

Resolved, that the visiting surgeons extend a vote 
of thanks to the Editorial Staff of SuRGERY, GYNE- 
COLOGY AND OBSTETRICS, and to those associated 
with them, in appreciation of their efforts, which 
have given to the world valuable information on 
many subjects pertaining to surgery, and for the 
profitable and pleasant experiences afforded to the 
visiting surgeons, and thoroughly enjoyed by all. 


ELECTION OF OFFICERS 


Dr. Murpuy was given the privilege of the floor 
to make a nomination for President: “‘Mr. Chair- 
man, as this meeting was held in Chicago and the 
society originated in Chicago, I take great pleasure 
in naming a man for President who has contributed 
so much to ornamenting and enlightening clinical 
surgery in this great land, whose name is known 
everywhere that clinical surgery is known, and whose 
name is synonymous more for the advancement 
of clinical surgery that any other one name that I 
know: I take great pleasure in naming Dr. Albert 
J. Ochsner, of Chicago, for the first President of this 
organization.” 

Dr. Jacop Frank: “I would like to nominate 
for Vice-President, Dr. John G. Clark, of Phila- 
delphia. It is not necessary to tell you who he is, 
you know him already as a teacher and writer in his 
specialty.” 

Both nominees were elected by unanimous votes. 
Other officers were elected as follows: 

General Secretary and Editor — Dr. FRANKLIN 
H. Martin. 

General Recorder and Treasurer — Dr. ALLEN 
B. KANAVEL. 

General Manager — Mr. A. D. BALLovu. 


pau 
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A. J. OCHSNER — Augustana Hospital — 7:30 to 12. 
Surgical clinic. 

J. B. MURPHY — Mercy Hospital — 10 to 12. 
clinic. 

ARTHUR DEAN BEVAN—Rush Medical College 
—11 to 1. Ligation of common iliac artery tor 
aneurism of the external iliac. Hydatid cyst. Lob- 
ulated elephantiasis. Operated cases and pathological 
specimens. 

C. S. BACON — University Hospital — 11. 
section. 

T. A. DAVIS — College of Physicians and Surgeons 
—1 to 3. Compound fracture of the femur with 
application of pneumatic splint. Abdominal tumor 


Surgical 


Cesarean 


diagnosis. Gall-stones and sciatic neutitis. 
JACOB FRANK — Columbus Hospital —9 to 12. Gall- 
bladder operations. Appendectomy. Gastroenter- 


ostomy. Liver resection. 

CHARLES DAVISON — Cook County Hospital — 9 to 
10. Surgical clinic. 

FRANKLIN H. MARTIN — Post Graduate Hospital 
—2to4. Abdominal operations. 

NORMAN KERR — Chicago Policlinic—11 to 12. 
Surgical clinic. 

ROBERT GILLMORE — Wesley Hospital—3 to 4. 
Surgical clinic. 

HENRY BANGA — Chicago Policlinic—10 to 11. 
Gynecological clinic. 
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THE DAILY SCHEDULE OF CLINICS 
Monday, November 7, 1910. 


CHARLES M. JACOBS — Home for Destitute Crippled 
Children — 2. Tuberculous spine disease with 
paralysis. Tuberculous disease of shoulder joint. 
Tuberculous disease of the hip. Rachitic deformities. 
Infantile paralysis. 

EMIL REIS — Post Graduate Hospital — 9. Operative 


clinic. 

C. G. BUFORD — St. Joseph’s Hospital — 9. Exhibition 
of brain injury; osteosarcoma of foot with metastases; 
recent bullet wound, treatment; fracture of neck of 
femur; extension appliance. 

W. T. BELFIELD — Rush Medical College— 4. Genito- 
urinary clinic. 

L. E. SCHMIDT and H. L. KRETSCHMER — Alexian 
Brothers’ Hospital — 8 to 10. Ward walk — Genito- 
urinary, bladder and kidney. 

W. A. PUSEY— Cook County Hospital — 2 
Syphilis and skin diseases. 

W. H. ALLPORT — Alexian Brothers’ Hospital — 2 to 
4. Herniotomy. Fracture of the patella; wiring. 
Two joint cases. 


to 3. 


SPECIAL DEMONSTRATIONS. 
Bismuth Paste Treatment — Emil Beck, North Chicago 
Hospital, 9 to 12. 
Cystoscopy W. Bremerman, Room 808, Chicago 
Savings Bank Bldg., 8 to 9 P. M. 


Tuesday, November 8, 1910. 


A. B. KANAVEL — Post Graduate Hospital—8. Gall- 
bladder case. Ischio-rectal abscess. : 

JOINT SURGICAL CLINIC — Michael Reese Hospital 
—g to12. Drs. Andrews, McArthur, Greensfelder, 
Eisendrath and Friend. Operations: Prostatectomy, 
urethrotomy, artificial anus, hernia, spina bifida, 
umbilical hernia, varicocele, kidney fixation. Also 
an exhibition of specimens and cases, and laboratory 
report by Dr. Jobling on “606.” Those attending 
clinics are invited to inspect hospital and have lunch. 

GEORGE F. SUKER— Post Graduate Hospital — 9. 


Smith Indian Cataract. Special advancement 
operation. 
WILLIAM CUTHBERTSON — St. Luke’s Hospital 


—1o0 to 12. Perineorrhaphy and trachelorrhaphy; 
curettage. Excision of urethral caruncle. Double 
salpingectomy and appendecostomy. 

W. E. MORGAN — Mercy Hospital — 10 to 1. Odphor- 
ectomy for epilepsy. Ventral hernia following opera- 
tion. Resection of jaw for carcinoma. Pyosalpingitis. 

ALBERT GOLDSPOHN — Post Graduate Hospital 
—11 to 12. Abdominal section for intestinal 
obstruction. 

ALEXANDER H. FERGUSON — St. Luke’s Hospital 
—2. Thyroidectomy for exophthalmic goiter. 
Cancer of the tongue. Tuberculosis of the wrist. 
Thoracoplasty. Demonstration of goiter cases. 

WILLIAM R. CUBBINS — Post Graduate Hospital 
—2 to 4. Removal of colon (Lane’s operation). 
Large pro-peritoneal hernia. Undescended testicle. 
Plastic operation on hand. Varicocele. 

W. L. BAUM — Post Graduate Hospital — 2 
Dermatological clinic. 

C. J. ROWAN — Cook County Hospital—7 to 9 P.M. 
Surgical clinic. 

TRUMAN W. BROPHY — Presbyterian Hospital — 9. 
Cleft palate in infants. 


to 3. 


JOHN L. PORTER — College of Physicians and Sur- 
geons — 10 to 12. Orthopedic clinic. 

C. S. BACON — University Hospital — 11 to 12. Ward 
walk. Czsarean Section. 

LAWRENCE RYAN —Cook County Hospital — 11 
to 1. Surgical clinic. 

JOHN RIDLON — Rush Medical College—a11 to 1. 
Lecture and clinic on orthopedic surgery. 

CHARLES DAVISON — University Hospital —1 to 3. 
Surgical clinic. 

N. M. PERCY — Augustana Hospital— 7:30 to 12. 
Surgical clinics. 

L. E. SCHMIDT and H. L. KRETSCHMER — 
Alexian Brothers’ Hospital — 8 to 10. Cystoscopic 
demonstrations and ureteral catheterization. 

C. H. McKENNA — St. Joseph’s Hospital—10. Two 
breast cases. Knee operation. Tuberculous hip. 
Gall-bladder case. 

CHANNING W. BARRETT — Policlinic — 10 to 11. 
Gynecological clinic. 

WILLIAM HESSERT — Policlinic — 11 to12.. Surgical 


clinic. 

J. R. PENNINGTON — Policlinic — 2 to 4. Operation 
for hemorrhoids. Proctovalvotomy (operation on 
rectal valves). 

A. BELCHAM KEYES — Policlinic— 3 to 4. 
ecological clinic. 


Gyn- 


SPECIAL DEMONSTRATIONS. 


Bismuth Paste Treatment — Emil Beck, North Chicago 
Hospital, 9 to 12. 

Cystoscopy — L. W. Bremerman, Practitioners’ College, 
4:30 to 6:30. 

X-Ray (Skiagraphy of the head) —P. S. O’Donnell. 
Room 1214, 42 Madison St., 4. 

Blood-Vessel Anastomosis — V. D. Lespinasse and G. C. 
Fisher, Northwestern University Medical School, 2. 
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Wednesday, November 9, 1g10. 


JOHN B. MURPHY — Mercy Hospital—g to t. 
Fracture of femur (application of Lane plate). Geno- 
varum (bone transplantation). Tubercular peritonitis. 
Gastric ulcer. Pozzi operation. 

T. J. WATKINS — Wesley Hospital — 8. Cystocele. 
Prolapsed uterus and perineal lacerations. 

WALTER S. BARNES — Mercy Hospital — 7 to 10. Ab- 
dominal operations. Exophthalmic goiter. Fistula. 

E. C. DUDLEY — St. Luke’s Hospital — 9. Fibroid. 

A. J. OCHSNER — Augustana Hospital — 7:30 to 12. 
Surgical clinic. 

CARL and EMIL BECK —North Chicago Hospital 
—g to 12. Operative clinic and bismuth paste 
demonstration. 

PHILIP S. DOANE—St. Joseph’s Hospital — to. 
Pozzi’s operation for sterility. Laparotomy. 

T. W. BROPHY — Presbyterian MHospital—g. Cleft 
palate in infants. 


T. A. DAVIS — West Side Hospital—1o to 12. Ab- 
dominal section for tubercular peritonitis. 
J. CLARENCE WEBSTER — Presbyterian Hospital 


—11. Operative clinic. 
JOHN PORTER — Home for Destitute Crippled Chil- 
dren —1 to 2. Orthopedic clinic. 
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WILLIAM HARSHA — College of Physicians and 
Surgeons — 1 to 3. Bone and skin grafting. 

E. WYLLYS ANDREWS — Cook County Hospital 


— 3. Surgical clinic. 

HENRY F. LEWIS — Cook County Hospital —3:30. 
Salpingectomy. Perforated gastric ulcers. Gastro- 
enterostomy. Infected kidney operated upon recently 
by Edebohl’s method. 


SPECIAL DEMONSTRATIONS. 

Liver Surgery — Jacob Frank — Columbus Hospital, 11. 

Cystoscopy and Ureteral Catheterization—L. W. 
Bremerman — Practitioners’ College, 4:30 to 6; 
office, 72 Madison Street (Room 808), 8 to 9 P.M 

Intestinal Suturing — Demonstration of gunshot wound 
of the abdomen of anesthetized dog — W. R. Cubbins 
— Northwestern University Medical School — 2. 

Infections of the Hand (Lantern Slide Discussion of 
Diagnosis and ‘Treatment)—Allen B. Kanavel 
— Northwestern University Medical School, 2:30. 

Cystoscopy and X-Ray demonstrations — H. L. Kretsch- 
mer and P. §S. O’Donnell—Room 1214, 42 
Madison St., 4:30. 

X-Ray — Technique of Rapid Radiography — Hollis F. 
Potter — Room 1410, 156 Michigan Ave., 4. 


Thursday, November 10, 1910. 


A. E. HALSTEAD — St. Luke’s Hospital—8 to 12. 
Double pulsating exophthalmos. Double hernia in 
appendix. Perineorrhaphy. Pyosalpinx. Ganglia of 
hand. Discussion and demonstration of postoperative 
procedures. 

J. B. MURPHY — Mercy Hospital—g. Two Pozzi 
operations. “606” injection. Tumor of the neck. 
Fracture of the middle of femur (application of Lane 
bone plate). 

FRANK T. ANDREWS — Mercy Hospital — 8. Gyn- 
ecological clinic. 

T. J. WATKINS — Wesley Hospital — 8 to 11. 
cele and prolapse. Pyosalpinx. 
show cases. 

CHARLES E. KAHLKE — Hahnemann 
—o:30. Ventral hernia. Tumor of bladder. Os- 
teomyelitis of tibia. Osteomyelitis of humerus. 
Inguinal hernia. External urethrotomy. Exploratory 
incision for possible skull fracture. Exhibition of 
cases. 

ALLEN B. KANAVEL — Post 
—10. Epithelioma of the nose. 

FRANK ALLPORT and CASEY WOOD — ‘St. Luke’s 
Hospital — 2. Radical mastoid operations. Eye- 
ball enucleation. Cataract. Lesser advancement. 

F. A. BESLEY and H. M. RICHTER — Wesley Hos- 
pital— 3 to 6. Thyroidectomy. Appendectomy. 
Herniotomy. Osteomyelitis. Chronic osteomyelitis. 
Exhibition of cases: Skull fracture of the base and 
vault, typhoid osteomyelitis, extensive friction burn, 
etc. Demonstration of rectal anesthesia on thyroid- 
ectomy case by Dr. James F. Churchill. 

N. M. PERCY — Augustana Hospital — 7:30 to 12. 
Surgical clinic. 

.. E. SCHMIDT and H. L. KRETSCHMER — Alex- 
ian Brothers’ Hospital—8 to 10. Ward walk, 
genito-urinary, venereal and skin diseases. 

>. G. BUFORD — Children’s Memorial Hospital — 9. 
Presentation of examples of surgery of infancy and 
childhood. Visitation of institution, ro. 


Cysto- 
Pyonephrosis. Also 


Hospital 


Graduate Hospital 


~~ 


T. W. BROPHY — Policlinic—g. Cleft palate in 
infants. 

HENRY BANGA — Policlinic — 10 to 11. Gynecolog- 
ical clinic. 


J. R. PENNINGTON — Policlinic—2 to 4. Rectal 
fistula (excision with immediate suture). 

ARTHUR DEAN BEVAN— Rush Medical College. 
—i11to1. Ligation for aneurysm of internal carotid. 
Demonstration of operative results and exhibition 
of pathological specimens, 

A. P. HEINECK — University Hospital — 8:30. 
ineorrhaphy. Appendectomy. 
plantation of round ligaments. 

JOHN L. PORTER — Cook County Hospital — 9. Op- 
eration and, mechanical treatment of tuberculous 
joints. 

T. A. DAVIS — Cook County Hospital—1o to 12. 
Minor surgical operation and show cases. 

CASSIUS C. ROGERS — Frances Willard Hospital 
—10to 12. Trephination for depressed fracture of 
the skull. General surgical cases. 

DPD. A. K. STEELE — University Hospital — 1 
Plastic operation for restoration of upper lip. Hernia. 
Appendectomy. Demonstration of treatment of 
suppurative peritonitis. Du Puytens contraction. 

J. D. ROBERTSON — Cook County Hospital — 1 to 3. 
Inguinal hernia. Sarcoma of rib. Cystic goiter. 

A. B. KEYES — Cook County Hospital—3 to 4. 
Gynccological clinic. 

A. H. BROMBACH — College of Physicians and Sur 
geons — 3. Laparotomy. Operation on cervix and 
perineum. 

GEORGE F. THOMPSON — Cook County Hospital 
—7togp.M. Surgical clinic. 


Per- 
Intra-abdominal im- 


to 3. 


SPECIAL DEMONSTRATIONS. 

Bismuth Paste Treatment — Emil Beck, North Chicago 
Hospital, 9 to 12. 

Cystoscopy — L. W. Bremerman, tactitioners’ College, 
4:30 to 6. 


rrr - 
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X-Ray (Skiagraphy of the Chest)—P. S. O’Donnell, 
Room 1214, 42 Madison Street, 4. 

Blood-Vessel Anastomosis and Transplantation of the 
Leg — V. D. Lespinasse and G. D. Fisher, North- 
western University Medical School, 2. 


SURGERY, GYNECOLOGY AND OBSTETRICS 


Rectal Anesthesia — James F. Churchill, Wesley Hospital, 
in conjunction with clinic of Drs. Besley and Richter, 
3 to 6. 


Friday, November 11, 1910. 


T. J. WATKINS — Wesley Hospital — 8. 
of cervix. Hysterectomy. 
C. O. YOUNG — Washington Hospital — 8:30. Uterine 


Amputation 


fibroid. Inguinal hernia. 

DRS. ANDREWS, McARTHUR, GREENSFELDER, 
FRIEND, EISENDRATH, FRANKENTHAL 
— Joint clinic, Michael Reese Hospital —og to 12. 
Gall-stone cases, appendectomies, spina _ bifida, 
umbilical hernia, and others. 

T. J. WATKINS — St. Luke’s Hospital— 10. Appen- 
dectomy (plastic). 

THOMAS GILMER — St. Luke’s Hospital — 10. Cleft 
palate. Anesthetic administered after original 
method by Dr. Herbert A. Potts. 

ALBERT GOLDSPOHN — Post Graduate Hospital 
—11to12. Diagnostic dispensary clinic. 

A. J. OCHSNER — Augustana Hospital — 7:30 to 12. 


Surgical clinic. 

L. E. SCHMIDT and H. L. KRETSCHMER — Alex- 
ian Brothers’ Hospital— 8 to 10. Cystoscopy and 
ureteral catheterization. 

POLICLINIC — Joint clinic — 9 A. M. to6 P.M. Opera- 

tions: C. W. Barrett, laparotomy; W. Hessert, 
arthroplasty of the elbow joint; Henry Banga, 
hysterectomy; Norman Kerr, herniotomy; 
Keyes, laparotomy; J. R. Pennington, hemorrhoids, 
valvotomy under local anesthesia: Paul Gronnerud, 
hysterectomy; demonstrations by other members of 
the staff. 

JACOB FRANK — Columbus Hospital—o. Laparo- 
tomy — ovaries, tubes, shortening round ligaments. 
Stomatoplasty (Pozzi). Laparotomy — extrauterine 
pregnancy or dermoid. Very large mass right side 
uterus, filling entire cul-de-sac. Scrotal hernia. 


Modified Alexander operation. Circumcision and 
meatotomy. Umbilical hernia. Bone-plasty of finger. 

C. G. BUFORD — St. Joseph’s Hospital—g to 12. 
Inguinal hernia. Pott’s fracture reduced under 
anesthesia; treatment. Other fractures. Presentation 
of other ambulatory material. 

DEAN D. LEWIS — Presbyterian 
Surgical clinic. 

F. A. BESLEY — Cook County Hospital—1o to 12. 
Fracture clinic: Skull fractures, fractures of the jaw, 
humerus, forearm, femur, lower extremities, patella 
(operative and unoperative), pathological fracture due 
to bone cyst. 

W. L. BALLENGER — College of Physicians and Sur- 
—* 1o to 12. Surgical ear, nose, and throat 


Hospital — 8:30. 


ALEXANDER H. FERGUSON — College of Physicians 
and Surgeons — 1 to 3. Surgical clinic. 

W. E. SCHROEDER — Cook County Hospital — 3. 
Exophthalmic goiter. Tuberculous glands of the 
neck. Hydrocele. 

W. T. BELFIELD — Rush — 4. Genito-urinary clinic. 


SPECIAL DEMONSTRATIONS. 


Bismuth Paste Treatment — Emil Beck, North Chicago 
Hospital, 9 to 12. 

Cystoscopy —- L. W. Bremerman, Practitioners’ College, 
4:30 to 5. Also at Room 808, Chicago Savings Bank 
Bldg., 8 to 9 P. M. 

Intestinal Suturing — Demonstration of gunshot wound 
of the abdomen of anesthetized dog — W. R. Cubbins, 
Northwestern University Medical School, 2 to 4. 

X-Ray — Technique of rapid radiography — Hollis E. 
Potter, Room 1410, 150 Michigan Ave., 4. 


Saturday, November 12, 1910. 


J. B. MURPHY — Mercy Hospital—g to 1. Old 
dislocation of ankle —arthroplasty. Appendecos- 
tomy. Cecostomy. Ununited fracture of the tibia. 
Surgery of the spinal cord with five illustrative cases. 
Fracture and forward dislocation of scaphoid. Surgery 
of uterine descensus with illustration of new operation. 
Joint operations. 

T. J. WATKINS — Wesley Hospital — 8. Abdominal 
hysterectomy. 

A. F. V. WERELIUS — Washington Park Hospital 
— 8:30. Colpoperineorraphy, anterior and posterior. 
Gilliam’s operation. Appendectomy. Ventral hernia. 
Nephropexy (basket handle operation). Round 
ligament transplantation. Excision of the breast. 
Orchidectomy. 

H. R. CHISLETT—Hahnemann Hospital — 8:30. 
Chronic appendix. Subacute appendix. Epithelioma 
of the lip. Angioma of the lip. Ventral hernia. 
Psoas abscess. Demonstrations: Extrophy of bladder. 
Resected tubercular shoulder, elbow, and ankle. Acute 
osteomyelitis of the femur. 

L. L. —— St. Luke’s Hospital — 9. Surgical 


clin 

W. E. SCHROEDER — Wesley ew ae to 12. 
Goiter. Tuberculous glands of the neck. Oste- 
omyelitis of the elbow. 


W. E. MORGAN — Mercy Hospital—1o to 1. Two 
cases of procedentia. Pyosalpinx. Hemorrhoids. 

C. M. FOX — Post Graduate Hospital — 2:30. Um- 
bilical hernia. Double inguinal hernia. 

WEBSTER — Presbyterian Hospital 

012. Operative clinic — gynecological. 

CARL BECK and A. P. HEINECK — County Hospital 
—1o. Fracture of the patella. Thoracoplasty and 
bismuth paste treatment in old case of empyema. 
Suppurative fracture of the femur (operative; Lane’s 
plate). Carcinoma of cheek. Demonstrations: 
Bone cyst, gangrenous hernia, undescended testis, bone 
cyst, amputation of stump, tumor of hip. 

T. A. DAVIS — West Side Hospital — 11 to 12. Dem- 
onstration of fracture of surgical neck of humerus with 
head dislocated out of the socket down, and dislocation 
at the shoulder. Operation later. 

F. G. DYAS — College of Physicians and Surgeons — 1. 
Osteomyelitis of femur. Gastric ulcer. Skin graft. 

D. N. EISENDRATH — Cook County Hospital —1 
to 3. Exhibition of cases of general peritonitis. 


Discussion of treatment of general peritonitis. Opera- 
tions. 
D. W. GRAHAM — Presbyterian Hospital — 2. Ampu- 


tation of the thigh. Amputation of the breast. Goiter. 
Gall-bladder operation. Congenital clubfoot (double) . 
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A. P. HEINECK — Cook County Hospital — 6:30 to 
8:30 P.M. Surgical clinic. 

N. M. PERCY — Augustana MHospital—7:30 to 12. 
Surgical clinic. 

SCHMIDT and KRETSCHMER — Alexian Brothers’ 
Hospital — 8 to to. Ward walk — genito-urinary, 
kidney and bladder. 

WILLIAM HESSERT — Alexian Brothers’ 
— 2:30. Fracture clinic. 


Hospital 
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SPECIAL DEMONSTRATIONS. : 

Bismuth Paste Treatment — Emil Beck, North Chicago 
Hospital, 9 to 12. 

Cystoscopy — L. W. Bremerman, Practitioners’ College, 
4:30 to 6. 

Blood-Vessel Anastomosis — V. D. Lespinasse and G. D. 
Fisher, Northwestern University Medical School, 
8 A. M. 

Lantern slide demonstration on X-Ray diagnosis — Hollis 
E. Potter, Rush Medical College, 4. 


Monday, November 14, 1910. 


J. B. MURPHY — Mercy Hospital — 8:45 to 12. 
Arthroplasty. Subjects for consideration: gastro- 
enterostomy: uterine displacements. Reconstruction 
of the knee-joint. 

EMIL RIES — Post Graduate Hospital — 9. Gynecolog- 
ical clinic. 

FRANKLIN H. MARTIN — Post Graduate Hospital 
to 4. Hysterectomy. Salpingitis. Ventral 
suspension. 

ROBERT GILLMORE — Wesley Hospital—-3 to 4. 
Operation for extensive abdominal hernia following 
childbirth and appendicitis. 

ARTHUR B. EUSTACE — Post Graduate Hospital 
—4. Tuberculous glands of the neck. Chronic 
appendicitis. 

A. J. OCHSNER — Augustana Hospital — 7:30 to 12. 
Surgical clinic. 

L. E. SCHMIDT and H. L. KRETSCHMER — Alex- 
ian Brothers’ Hospital — 9 to 10. Ward walk — genito- 
urinary, kidney and bladder. 

M. J. SEIFERT, T. J. LAIBE and GEORGE MUELLER 
—St. Mary’s Hospital — 8:30. Constricting re- 
duplication of vaginal wall, surrounding cervix. 
Appendectomy. Correction of marked ante-flexion 
of uterus. Femoral hernia. Hysterectomy. 
Pyosalpinx. 

C. G. BUFORD —St. Joseph’s Hospital—o. Gall- 
bladder. Exhibition of gall-bladder cases. Duodenal 
ulcer. Fracture of femur. Exhibition of cases. 


JACOB FRANK —Columbus Hospital—og. —Lapar- 
otomy. Appendectomy. Cystocele. Trachelor- 
raphy and perineorrhaphy. Bone-plasty — exhibition 
of patient and skiagrams. 

CHARLES DAVISON — Cook County Hospital — 9. 
Large fibroid tumor of the uterus. 

ARTHUR DEAN BEVAN, FRANK BILLINGS and 
B. W. SIPPY — Rush Medical College — 11 to 1. 
Borderline clinic. Diagnosis and surgery of stomach 
lesions — particularly ulcers and carcinoma. Oper- 
ations and exhibition of patients. 

T. A. DAVIS — College of Physicians and Surgeons 
—t1to3. Dislocation of shoulder; fracture of surgical 
neck of humerus, head dislocated out of socket down, 
with dislocation at shoulder, wiring operation. 

W. A. PUSEY —Cook County Hospital—2 t 3. 
Syphilis and skin diseases. 

W. T. BELFIELD — Rush Medical College — 4. 
ture on sterility and impotence. 


Lec- 


SPECIAL DEMONSTRATIONS. 


Bismuth Paste Treatment — Emil Beck, North Chicago 
Hospital, 9 to 12. 

Cystoscopy — L. W. Bremerman, Practitioners’ College, 
4:30 to 6. Also Room 808, Chicago Savings Bank 
Bldg., 8 to 9 P. M. 

Blood-Vessel Anastomosis — V. D. Lespinasse and G. D. 
Fisher, Northwestern University Medical School, 
8 A. M. 


Tuesday, November 15, 1910. 


DRS. ANDREWS, McARTHUR, GREENSFELDER, 
FRIEND, EISENDRATH, FRANKENTHAL 
— Joint clinic, Michael Reese Hospital —g to 12. 
Tuberculosis of the wrist. Double inguinal hernia. 
Umbilical hernia. Hydrocephalus with spina bifida. 
Myxosarcoma of calf of leg. Appendectomy. Anchy- 
losis of hip with use of Baer membrane. Case of 
Hirschsprung’s disease. Demonstration of ‘‘606”’ 
by Dr. Jobling at 2 P. M. 

DRS. CUTHBERTSON, HUTCHINSON, FERGUSON 
— Joint clinic, St. Luke’s Hospital — 10 to 4. Double 
salpingectomy. Appendectomy. Double inguinal 
hernia. Appendical fistula. Goiter. Amputation 
of old stump. Exhibition of recovered cases of general 
peritonitis with methods of drainage. Cervical rib. 
Demonstration of operated goiter cases. 

W. A. FISHER — Chicago Eye, Ear, Nose and Throat 
College — og. Cataract. Iridectomy. 

W. E. MORGAN — Mercy Hospital —g to 1. Pyosal- 
pingitis. Appendicitis with pyosalpingitis. Beck’s 
bismuth paste injection of tuberculosis of the thigh. 

W. L. BAUM—Post Graduate Hospital—2 to 3. 
Dermatological clinic. 

W. R. CUBBINS — Post. Graduate Hospital — 2 to 4. 
Umbilical hernia. Plastic operation on hand. Ante- 


rior bowed leg. Demonstration of Wasserman’s 
reaction in syphilis, with lecture by Dr. Fred G. 
Harris on the surgical bearing of Wasserman’s re- 
action in the diagnosis of syphilis. 

N. M. PERCY — Augustana Hospital— 7:30 to 12. 
Surgical clinic. 

L. E. SCHMIDT and H. L. KRETCHMER — Alexian 
Brothers’ Hospital— 8:45 to 10. Ward walk. 
Cystoscopy and ureteral catheterization with shadow- 
graph catheter combined with X-ray. 

C. H. McKENNA — St. Joseph’s Hospital — 10. Lat- 
eral anastomosis at ileum and sigmoid for constipation. 
Closure of intestinal fistula. Aspiration of meningeal 
tumor. Goiter. Removal of carious bone from knee- 
joint. Injection of “‘606”’ for syphilitic bone lesion. 

CHANNING W. BARRETT — Policlinic— 10 to 11. 
Extrauterine pregnancy. Round ligament. Amputa- 
tion of breast. 

WILLIAM HESSERT — Policlinic — 11. Inguinal hernia. 

J. R. PENNINGTON — Policlinic—2 to 4. Hem- 
orrhoids. Anal fissure (operated upon under local 
anesthesia, quinine and urea. by L. J. Hirschman of 
Detroit, by invitation). Hemorrhoids under general 
anesthesia. Resection of rectum for stricture (Drs. 


Pennington and Gronnerud). 
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Lecture on extra- 


Ward 


A. B. KEYES — Policlinic — 3 to 4. 
uterine pregnancy and hematocele. 
C. S. BACON — University Hospital — 11 to 12. 


walk. 

CHARLES DAVISON — University Hospital —1 to 3. 
Tuberculous disease of the femur. Bone surgery. 
Appendicitis. 


SPECIAL DEMONSTRATIONS. 


Bismuth Paste Treatment — Emil Beck, North Chicago 
Hospital, 9 to 12. 


SURGERY, GYNECOLOGY AND OBSTETRICS 


“606”? demonstration by J. W. Jobling at Michael Reese 
Hospital, 2. Exhibition of specimens. cases, and lab- 
oratory reports. 

Cystoscopy — L. W. Bremerman, Practitioners’ College, 
4:30 to 6. 

Demonstration of Kaiserling specimens of blood-vessel 
anastomosis (operation on dog) — V. D. Lespinasse 
and G. C. Fisher, amphitheater of Laboratory Build- 
ing, Northwestern University Medical School, 2. 

X-Ray (skiagraphy of the abdomen) — P. S. O’Donnell, 
Room 1214, 42 Madison St., 4. 


Wednesday, November 16, 1910. 


DRS. PORTER, DUDLEY, WATKINS, HARSHA, 
CUTHBERTSON, ALLPORT, WOOD, Mc- 
ARTHUR, PLUMMER, PADDOCK — St. Luke’s 
Hospital — 8:30 A.M. to 5 pP.M.— Joint clinic. 
Spondylitis. Hip-joint disease. Uterine suspension. 
Ovariotomy. Ovarian cyst. Appendectomy. 
Carotid aneurism. Enucleation of eye ball. Herni- 
otomy. Plastic operation on the face. Radical mastoid 
operation. Skin grafting. Induction of labor. 

J. B. MURPHY — Mercy Hospital—8:45 to 1. 
Analysis of lesions of knee-joint. Demonstration 
of removal of semilunar cartilage. Neoplasm of 
prostate. Repair of amputation stump. Reconstruc- 
tion of ankylosed knee. Appendicitis. Tumor of the 
prostate. Analysis of uterine tumor. Demonstration 
of cases. 

WALTER S. BARNES — Mercy Hospital—7 to to. 
Hernia. Abdominal operations. Show cases. 

T. J. WATKINS — Wesley Hospital — 8. Abdominal 
section. 

A. F. V. WERELIUS — Washington Park Hospital 
—8. Thyroidectomy, pole ligation of thyroid. 
Exploratory laparotomy (gastric ulcer). Nephropexy 
(basket handle operation). Demonstrations: Case 
of twelve-foot resection of small intestine; case of 
arthroplasty; osseous ankylosis of hip-joint 8 weeks 
after operation; traumatic abdominal lymphatic 
fistula; gunshot wound through neck, scar tissue 
causing pressure paralysis of brachial plexus(operated). 

A. J. OCHSNER — Augustana Hospital — 7:30 to 12. 
Surgical clinic. 

WILLIAM HESSERT — Alexian Brothers’ 
— 7:30. Exploratory laparotomy. 

W. H. ALLPORT — Alexian Brothers’ Hospital — 8:30. 
Gall-bladder drainage, gall-stones. Lane plate opera- 
tion on tibia for compound fracture. 

L. E. SCHMIDT and H. L. KRETSCHMER — Alex- 
ian Brothers’ Hospital—g. Catheterization of 
ureters with shadowgraph catheter and X-Ray. 
Minor genito-urinary operations. 


Hospital 


CARL and EMIL BECK —North Chicago Hospital 
—g to 12. Operative clinic and bismuth paste 
demonstration. 

W. M. THOMPSON —St. Joseph’s Hospital — o. 
Carcinoma of uterus and rectum. Large multilocular 
cyst — presumably ovarian. 

P. S. DOANE — St. Joseph’s Hospital — 9:30. Curet- 
tage. Trachelorrhaphy and curettage. Laparotomy. 

E. W. RYERSON — Children’s Memorial Hospital — 3 
Congenital hip dislocation; Lorenz operation; double 
knock knee; osteoclasis. 

T. A. DAVIS — West Side Hospital — 11 to 12. Surgical 


clinic. 

WM. HARSHA and WM. FULLER — College of Physi- 
cians and Surgeons—1 to 3. Cancer of tongue. 
Show cases: Fracture of tibia; fracture of patella; 
fracture of clavicle; carcinoma of cheek; ventral 
hernia. 

HENRY F. LEWIS — Cook County Hospital — 3:30. 
Gastro-enterostomy for carcinoma of stomach. 
Laparotomy for pyosalpinx. Suture of fracture of 
patella. 


SPECIAL DEMONSTRATIONS. 


Intestinal Suturing — Demonstration of gunshot wound of 
the abdomen of anesthetized dog — W. R. Cubbins, 
Northwestern University Medical School, 2. 

Infections of the Hand — Lantern slide discussion of di- 
agnosis and treatment — Allen B. Kanavel, North- 
western University Medical School, 3. 

X-Ray — Technique of Rapid Radiography — Hollis 
E. Potter, Room 1410, 156 Michigan Ave., 4. 

The Clinical Aspect of Fractures — X-ray demonstration 
with lantern slides — P. S. O’Donnell and Emanuel 
Friend, Room 1214, 42 Madison St., 4. 

Cystoscopy and Ureteral Catheterization — L. W. Bremer- 
man, Practitioners’ College, 4:30 to 6. Office. Room 
808, 72 Madison St., 8 to 9 P. M. 

Endoscopic Demonstration of the Posterior Urethra 
— H. A. Kraus Room 1102, 92 State St., 5 to 6. 


Thursday, November 17, 1910. : 


DRS. MARTIN, RIES, KANAVEL, CUBBINS, 
ZIMMERMAN, FOX, DYAS, LONG, FLETCH- 
ER, STEIN, HEAD, CAMPBELL — Post 
Graduate Hospital — 8 a.m. to 6 P.M. Joint clinic. 
Perineorrhaphy. Uterine prolapse. Goiter. Hyster- 
ectomy. Injection for spastic paralysis. Excision of 
superior maxilla. Double hernia. Injection of rabbit’s 
blood for hemophiliac knee. Appendectomy. Report 
on three years’ use of vaccines in infections. X-Ray 
diagnosis of bone tumors and disease. Radical 
mastoid operation. Tonsils and adenoids. 

FRANK T. ANDREWS — Mercy Hospital — 8 to 1o. 
Gynecological clinic. 


T. J. WATKINS — Wesley Hospital—8 to 11. <Ab- 
dominal section. Operation for infantile uterus. 
Cystocele and uterine prolapse. 

ALBERT E. HALSTEAD — St. Luke’s Hospital — o. 
Suture of cord of brachial plexus. Cancer of Breast. 
Compound fracture of knee. 

CHARLES E. KAHLKE — Hahnemann Hospital — 9:30. 
Ventral hernia. Exploratory laparotomy for ulcer. 

J. B. MURPHY — Mercy Hospital — 10 to 12. IIlustra- 
tion of method of teaching. Operations: Appendec- 
tomy. Adenoma of bladder. 

W. E. MORGAN — Mercy Hospital — 10 to 1. Bullet 
wound case. Carcinoma of mouth. 


. 
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FRANK ALLPORT, CASEY WOOD and PAUL 
GUILFORD — St. Luke’s Hospital— 2. Radical 
mastoid operation. Eye ball enucleation. Strabis- 
mus. Tonsil and adenoid operations. 

RICHARD TIVNEN — Mercy Hospital — 2:30. Eye, 
ear, nose and throat clinic: Cataract extraction. 
Needling of traumatic cataract. Submucous re- 
section of nasal septum. Demonstration of transil- 
lumination test of antrum with operation on antrum. 
Tonsillectomy. Adenectomy. Cases for demonstra- 
tion: Tumor of brain with eye symptoms, choked 
disk, etc. Exophthalmic goiter with eye signs. 
Embolus of central artery of retina. Congenital 
cataracts after operation. Ptosis after operation. 

ROBERT M. GILLMORE and D’ORSAY HECHT 
— Wesley Hospital — 3. Alcohol injection of brachial 
plexus for athetosis and spasticity of the arm. 

F. A. BESLEY and H. M. RICHTER — Wesley 
Hospital — 3 to 5. Demonstration of Dr. Richter’s 


positive pressure apparatus. Appendectomy. (ther 
operations. 

M. J. SEIFERT — St. Mary’s Hospital—o. Lapar- 
otomy. 


JOHN L. PORTER — Cook County Hospital—g to 
10. Clubfoot clinic. Double congenital clubfoot. 
Painful feet. 

CASSIUS C. ROGERS — Willard Hospital — 10 to 12. 
Partial thyroidectomy for exophthalmic goiter. 
Ligation of thyroidal vessels for exophthalmic goiter. 
Gastro-enterostomy. Exploratory laparotomy. Per- 
ineorrhaphy. 

T. A. DAVIS — Cook County Hospital—io to 12. 
Surgical clinic. 

D. A. K. STEELE — University Hospital—1. 
pendectomy. MHerniotomy. ‘Tubercular glands of 
neck. Fibroid tumor of parotid gland. Hypertrophy 
of prostate gland. Infected tumors of mammary 
gland. Septic peritonitis. Aneurism of descending 
arch of aorta treated by bronze aluminum wire and 
electrolysis. 

JOHN D. ROBERTSON — Cook County Hospital — 1 
to 2. Hernia under local anesthesia. 


Friday, November 18, rgro. 


A. J. OCHSNER — Augustana Hospital—7:30 to 12. 
Surgical clinic. 

WILLIAM HESSERT — Alexian Brothers’ Hospital — 
8. Fracture of tibia. 

L. E. SCHMIDT and H. L. KRETSCHMER — Alexian 
Brothers’ Hospital — 8:30 to 10. Cystoscopy and 
ureteral catheterization. Exhibition of patients in- 
jected with ‘‘606.” 

C. G. BUFORD — St. Joseph’s Hospital—g. Osteo- 
myelitis of the tibia. Exhibition of fracture cases. 

C. W. BARRETT — Policlinic — 10 to 11. Gynecologi- 


cal clinic. 

WILLIAM HESSERT — Policlinic—11 to 12. Sur- 
gical clinic. 

JOINT CLINIC — Michael Reese Hospital —g to 12. 
Operations: E. Wyllys Andrews, Ankylosis of hip; 
Baer operation. L. L. McArthur, Exploratory lap- 
arotomy for suspected duodenal ulcer. D.N. Eisen- 
drath, Suprapubic prostatectomy. L. A. Greens- 
felder, Umbilical hernia. Charles M. Jacobs, Blood- 
less reduction for congenital dislocation of hip. Bor- 
derline cases: M. L. Goodkind, Suspected duodenal 
ulcer; lymphatic leukemia; tabitic crisis simulating 
gastric ulcer; infrequent paresis with dominant 

Raynaud’s disease; _pleuritic 

simulating empyema. Julius H. Hess, 


bladder symptoms; 
effusion 
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A. P. HEINECK — Cook County Hospital— 2 to 3.. 
Surgical clinic. 

WILLIAM HESSERT— Cook County Hospital — 3. 
Inguinal hernia. 

HENRY T. BYFORD — College _ of 
Surgeons — 3 to 5. 
rhaphy. 

AUGUSTANA HOSPITAL — 7:30 to 12. NELSON M. 
PERCY will start the clinic, followed by A. J. 
OCHSNER. At 10:30 RUDOLPH W. HOLMES 
will perform a Cesarean section. 

L. E. SCHMIDT — Henrotin Hospital, 8:15. 
tectomy under nitrous oxide anesthesia. 

L. E. SCHMIDT and H. L. KRETSCHMER — Alex- 
ian Brothers’ Hospital, 8:45 to 10. Ward walk. 
CHARLES M. McKENNA — St. Joseph’s Hospital, 10. 

Demonstrations: Cystoscopic examination of bladder 
and ureters. Large stone of urinary bladder in child 
twelve years of age. Strangulated hernia in man 

sixty years. Fracture of patella. 


Physicians and 
Cervical polypus. Perineor- 


Prosta- 


HENRY BANGA — Policlinic, 10 to 11. Gynecologica! 
clinic. 

C. W. BARRETT — Columbus Hospital, 10 to 12. 
Herniotomy. 


J. R. PENNINGTON — Policlinic, 2. 
rectum for stricture. 

PAUL GRONNERUD — Policlinic, 3. Laparotomy. 

CECIL V. BACHELLE — Policlinic, 5 to6. Demonstra- 
tion: Dilating operation. Forceps. 


Resection of the 


SPECIAL DEMONSTRATIONS. 

Bismuth Paste Treatment — Emil Beck, North Chicago 
Hospital 9g to 12. 

Demonstration of Kaiserling specimens of blood-vessel 
anastamosis (operation on dog)—V. D. Lespinasse and 
G. C. Fisher, Amphitheater of Laboratory Building, 
Northwestern University Medical School. 2. 

Cystoscopy and X-Ray demonstration of lead line catheter 
in situ. H.L. Kretschmer and P. S. O’Donnell, Room 
1214, 42 Madison St., 4. 

Cystoscopy — L. W. Bremerman, Practitioners’ College 
4:30 to6P.M. 


Traumatic diabetes. A. R. Edwards, Brachial 
neuritis. E. Lackner, Lymphatic leukemia. 
DRS. HAWLEY and CLARK — Post Graduate Hos- 


pital—g. Transplantation of skin in eye for pter- 


ygium. 

THOS. L. GILMER — Northwestern University Dental 
School, Lake and Dearborn Sts.— 10:30. Exhibition 
of cases: Conservative operation for malignant 
growths of the mandible. Removal of multilocular 
cyst of mandible. Removal of facial blemishes 
caused by alveolar abscess. Operations: Necrosis 
of jaw (2 cases). Amputation of root of tooth for 
relief of chronic alveolar abscess. Demonstration 
of new apparatus for administration of ether con- 
tinuously in operations on mouth and face by Dr. 
H. A. Potts. Case of spirochexta pallida from ulcer 
on tonsil (slide stained with India ink). 

A. E. HALSTEAD — Cook County Hospital — 1o to 
12. Operations: Ludwig’s angina, epithelioma of 
lip, basal skull fracture. Show cases: Carbuncle, 
sarcoma of femur, fibroma, brain tumor, housemaid’s 
knee, tuberculous knee, bone cyst. 

ALEXANDER H. FERGUSON — College of Physicians 
and Surgeons —1 to 3. Goiter. Cancer of uterus. 


Appendectomy. ‘Transplantation of round ligament. 
Prostate. 


t. 
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CHARLES M. JACOBS — Home for Destitute Crippled 
Children — 2. Astragalectomy for clubfoot. Oste- 
oclasis for bow legs. Demonstration: Tuberculous 
joint diseases. 

E. SCHROEDER — Cook County Hospital — 2 to 
4. Brain tumor. Liver abscess. 

W. T. BELFIELD — Rush Medical College—4. Im- 
potence. 

SPECIAL DEMONSTRATIONS. 

Bismuth Paste Treatment — Emil Beck, North Chicago 
Hospital, 9 to 12. 
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Intestinal Suturing, demonstration of gunshot wound of 
abdomen of anesthetized dog—W. R. Cubbins, 
Northwestern University Medical School, 2. 

Stereopticon Lecture on Cleft Palate—Truman W. 
Brophy, College of Dental Surgery, 4. 

X-Ray, Technique of Rapid Radiography — Hollis E. 
Potter, Room 1410, 156 Michigan Ave., 4. 

Cystoscopy — L. W. Bremerman, Practitioners’ College, 
4:30 to 5. Office, Room 808, 42 Madison St., 8 to 
9 P. M. 


Saturday, November 19, 1910. 


J. B. MURPHY — Mercy Hospital---9 to 1. Dem- 
onstration of cases: Gall-bladder, goiter, gynecol- 
ogical. Operations: Exploratory laparatomy. Gas- 
tric ulcer. Appendectomy. Colostomy. Hydro- 
cele. Bladder operation. Cyst of breast. Osteo- 
myelitis of tibia. Amputation of leg. 

H. R. CHISLETT and CHARLES KAHLKE — Hahne- 


mann Hospital — 8:30. Amputation of thigh. 
Hysterectomy. Exploratory cystostomy. Fistula 
in ano. Vaginal drainage for pelvic abscess. 


. E. SCHROEDER — Wesley Hospital — 9:30. Can- 
cer of the face. Tuberculous glands of the neck. 

E. MORGAN — Mercy Hospital — to to 1. Gall- 
stones. Hernia. Pleuritic effusion. 

L. BAUM— Post Graduate Hospital—2 to 3. 
Dermatological clinic. 

E. HUMISTON — County Hospital—io to 12. 
Demonstrations: Congenital absence of anus in 
female child, 6 years of age. Tumor of spinal cord, 
lumbar sacral region. Case illustrating result of 
Matas’ operation for popliteal aneurysm. Opera- 
tions: Congenital atresia of vagina in girl of 11. 


Laparotomy illustrating use of iodine in preparation 
of field of operation and subsequent dressing of 
wound; technique followed in 500 consecutive cases 
with results and conclusions. 

F. . DYAS — College of Physicians and Surgeons — 

to 3. Operative clinic. 

DANIEL EISENDRATH — Cook County Hospital — 
1 to 3. Tuberculous glands of neck. 

D. W. GRAHAM — Presbyterian Hospital — z. 
eral surgical clinic. 

CAREY CULBERTSON — Presbyterian Hospita] — 11. 
Laparotomy. Pseudocyesis. 

N. W. PERCY — Augustana Hospital — 7:30 to 12. 
Surgical clinic. 

L. E. SCHMIDT and H. L. KRETSCHMER — Alexian 
Brothers’ Hospital — 8 to 10. Ward walk — Cys- 
toscopy and ureteral catheterization. 

CARL BECK —North Chicago Hospital—1o to 12. 
Operative clinic and bismuth paste demonstration. 

WILLIAM HESSERT — Alexian Brothers’ Hespital— 
2:30. Fracture clinic. 


Gen- 
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TRANSACTIONS OF SOCIETIES 


CHICAGO GYNECOLOGICAL SOCIETY 


REGULAR MEETING HELD NOVEMBER 18, I910, WITH THE PRESIDENT, Dr. G. KOLISCHER, 
IN THE CHAIR 


Dr. HERBERT M. STOWE, Epiror 


Dr. CHANNING W. Barrett described a 
method of keeping track of laparatomy sponges. 
A common harness snap is sewed or tied to the 
tape of the sponge and as the sponge is placed 
in the abdomen the snap is fastened to a large 
safety-pin, such as is used to group instruments. 
Thus the number of snaps on the safety-pin will 
always correspond with the number of sponges 
used. He also exhibited an improved pubiotomy 
needle and a large pattern of the Barrett artery 
snap. (See article p. 610.) 


DISCUSSION 


Dr. C. B. Reep: I have devised a pubiotomy 
needle which differs from Dr. Barrett’s in that 
it has a groove on the inner surface of the needle 
which takes in the saw, and the needle also has 
a shoulder on its distal tip, which passes through 
the loop in the end of the wire saw, so that the 
two instruments are passed down together with 
one motion. Then, leaving the instrument in 
place as a protection to the tissues behind the 
saw, it can be used freely. I practice the method 
of cutting down from above. I should think 
Dr. Barrett’s needle would be very valuable. 
Although it is more complicated in manipulation 
than Déderlein’s “Sagefiihrer” which has a 
notch on the distal extremity to catch the saw 
and draw it back. 

In regard to the sponge holders, any method is 
a valuable one which tells us at a glance exactly 
how many sponges have been used and where they 
are, for leaving a sponge in the abdomen is an 
accident that may happen to the best technician. 

Dr. Emit Ries: We have come to the point 
where the surgeon is hardly ever in danger if he 
has lost a patient, so far as the courts are con- 
cerned. That fact has at last penetrated the 
inner consciousness of the general public. The 
anesthetic and sepsis are dangers incident to every 
operation, and the patient must therefore accept 
them when he agrees to the operation. Leaving 
sponges or instruments in the body of a patient 


must also be accepted as belonging to these risks. 
However, every appliance that helps us to prevent 
such an accident must be welcome. Dr. Barrett’s 
method appeals to me. I shall try it. 

As to sponges left in the abdominal cavity and 
the duty of the practitioner to his fellow practi- 
tioners, it is quite frequently our professional 
brother who is glad to start the trouble when he 
discovers a sponge in the abdomen. He is not 
so anxious to publish this when it is his own case. 
When the sponge is found, it is frequently exhib- 
ited before large numbers of more or less authentic 
witnesses, who gloat over it. This accident is 
liable to happen to the best of us, and therefore 
we should not start trouble if we can prevent it. 

The removal of a sponge from any wound is a 
very simple matter, if it can be seen, but there are 
undoubtedly cases where it is difficult to see a 
sponge, either because the wound has many 
recesses or because the sponge is so saturated 
with blood that it looks like a blood-suffused 
surface. In certain cases which have come into 
court some authorities have insisted on that point, 
that where there are large raw surfaces which are 
bleeding, the sponge placed on any part of such 
a surface may look so much like it that it is 
impossible to differentiate it, except by knowing by 
count that one sponge is missing. Try the experi- 
ment, for instance, in a case of an extrauterine 
pregnancy with a fairsized placenta, detach the 
placenta and place a sponge on the raw surface. 
In less than five minutes it looks as though it 
were a part of that cavity. We should be 
charitable and not make the work of the black- 
mailer easier than it is. There is no method that 
will absolutely prevent the loss of a sponge in the 
abdominal cavity. No matter how good the 
count may be, there is always the chance of a 
miscount. Anyone who does not count sponges 
is, of course, particularly liable to such an 
accident, but even the attachment of artery 
forceps or snaps or anything else is not an absolute 
protection. The scheme of attaching the sponges 
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by tape to one long tape at intervals of two feet 
appears to be at first sight an absolutely perfect 
safeguard against losing the sponges, but the 
inventor of this method now has a case in court 
because a sponge was left in the abdominal cavity. 

Dr. J. M. Epwarps, Mankato, Minn.: As a re- 
sult of having left sponges in the abdomen in two 
cases, we had the nurse prepare two rolls of gauze 
each ten yards in length. One roll is placed in a 
pocket in the laparotomy sheet on the right hand 
of the patient, and the other in a similar pocket 
on the left hand. One roll is four to six inches 
wide, and the other three inches wide. The 
gauze is used as needed, being withdrawn from 
the pocket, and when saturated with blood the 
surgeon cuts it off with his own scissors and 
throws away the gauze. That is a very simple 
solution of the sponge problem, because you can- 
not leave ten yards of gauze in any abdomen. 
It is done easily and no one need count sponges. 

Dr. Barrett (closing): As regards the use of 
long strips of gauze, that method was first pub- 
lished by Crossen. Having used that method, I 
was led to devise my own method. Theoret- 
ically, that is very bad technique. Practically, it 
is one of the meanest ways of taking care of the 
gauze. In the first place, we are dragging the 
gauze out of a pocket, carrying it to the wound 
and over the laparatomy sheet, so that we are 
never sure of putting an absolutely clean piece 
of gauze in the abdomen. While the field of 
operation ought to be clean, we know that it is 
never absolutely clean. It is only relatively 
clean. If we can take a sponge directly from the 
nurse and place it in the abdomen, it is clean. 
Of all the techniques used for sponges, that is one 
of the most difficult. 

Dr. H. M. Stowe read a paper on “Indica- 
tions and Technique of Vaginal Cesarean Sec- 
tion.” (See p. 569.) 

Dr. CHARLES B. REED in a paper described 
“Technique of Metreurysis.” (See p. 606.) 


DISCUSSION ON PAPERS OF DRS. STOWE AND REED 


Dr. CuHartes S. BAcon: As to the indications 
for vaginal Cesarean section, the question 
interests us particularly with regard to eclampsia. 
I do not believe that it is settled as to which 
method increases the danger of shock to the 
mother. We know that the mother is often in 
a serious condition for twenty-four to thirty- 
six hours after any operation for this trouble, and 
_I do not know whether the vaginal or the abdom- 
inal section is the more serious. If the abdom- 
inal section is not more serious than the vaginal, 
it would be preferred since with it the chances 
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for the child are better. The operation can be 
done more quickly, but the probability is that 
there is more danger to the mother from the 
abdominal section, although that cannot be 
answered satisfactorily without a better knowl- 
edge of the statistics. Then there is a question 
of infection. If there is infection, and a rapid 
delivery is indicated, the vaginal section is the 
only one to be considered. 

As tothe technique, undoubtedly the preliminary 
dilatation of the cervix is important. It requires 
a smaller incision and the length of the incision 
must be considered. It is a serious matter to 
attempt delivery either by forceps or version 
with an incision of insufficient length. It must 
accommodate the head. If the child is at term 
the head is approximately 36 centimeters in 
circumference; therefore, the incision must be 
sixteen or eighteen centimeters long. Such an 
opening is rather large and cannot be made in 
the anterior wall unless there is considerable 
preliminary dilatation. If the os is very rigid 
it is useless to prolong the attempts at dilatation, 
and it is better to stop at once and proceed with 
the incision in both anterior and posterior walls. 
This operation is indicated when it is impossible 
to get good manual dilatation. 

As to Dr. Reed’s paper, I see no reason for the 
use of the elastic bag; the non-elastic bag is 
preferable. Dr. Reed did not indicate where 
rupture of the membranes is and is not necessary. 
I believe that in nearly all cases rupture is 
desirable. The increase of the contents of the 
uterus by a bag of considerable size certainly is 
not desirable. It displaces the presenting part 
and I see no reason for using it except in cases 
of the induction of labor, where a small bag can 
be used at the start. 

In regard to the traction in a case where the 
bag is used in placenta previa or in any condition 
where rapid dilatation is necessary and traction 
should be made, it seems rather awkward to rely 
on the attachment of the tube to a weight over 
the foot of the bed. The patient will be pulled 
down and considerable manipulation is neces- 
sary. It seems to me undesirable. In these cases 
we should have a skilled assistant with the patient 
because he can make far better manual traction 
on the tube than can be made by any device. 
It is not desirable to rely on any such measures, 
especially in placenta previa. It is much better 
to resort to manual traction. 

Dr. W. A. N. Dortanp: The difference of 
opinion as to the comparative value of the 
vaginal and abdominal routes exists in obstetrics 
as in gynecology, and we are influenced in our 
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choice of method by our experience. I am not 
in favor of vaginal surgery, gynecologically or 
obstetrically. Dr. Norris, of Philadelphia, re- 
cently told me that he had just done his first 
successful vaginal Cesarean section. He was 
pleased with it, but he thinks he prefers the 
abdominal route. Personally, I do. When we 
consider the fact that such an operation can be 
done in eight or twelve minutes, but with little 
manipulation of viscera; and that the shock of 
an operation depends on the length of the opera- 
tion and the manipulation required, we must be 
careful in the choice of our methods. A vaginal 
Cesarean section requires much longer time than 
this. Such men as MacMonagle, of San Francisco, 
and Vineberg, of New York, advocate the vaginal 
route for the operation of hysterectomy, and in 
their hands the results are good, while other men 
prefer the abdominal operation and have equally 
good results. Certain obstetricians would prob- 
ably prefer that route for Cesarean section. 
Equally good results are obtained by both classes 
of operation. It seems to me that in cases in 
which we have a choice of section, as in abdominal 
conditions of the lower birthcanal, such as 
carcinoma of the cervix and atresia from other 
causes, the abdominal route will give the best 
results. I have never done a vaginal section, 
because I prefer the abdominal operation, and 
my results in the latter operation have been good 
for both mother and child. 

Dr. Stowe (closing on his part): I agree with 
Dr. Bacon in that the abdominal operation is 
easier, but much depends on the conditions 
present when we first see the case. If the patient 
has been in labor for a long time or is septic, or 
if there is contraction of the pelvis, the abdom- 
inal method is preferable. Much depends on 
the length of the operation. As a rule, the 
vaginal Cesarean section may be done inside 
of ten minutes, and it has been claimed that the 
operation was done in a minute and a half. 
If pelvic contraction is absent, the shock of the 
vaginal section is less than that of the abdominal 
section. Then, too, there is the scar of the abdom- 
inal operation, which we do not have in the 
vaginal operation. If the scar after vaginal 
section separates, in a subsequent delivery we 
have a new Cesarean section and no harm is 
done. The Diihrssen operation with the metreu- 
rynter is very valuable. The incision should be 
so large that the metreurynter will come out 
and if it is of the same size as the foetal head, we 
will not have any trouble with the delivery 
of the child. 

With reference to the Carl Braun colpeurynter 
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as a metreurynter, I have used it on three or 
four occasions, not successfully. It is a very 
elastic bag and in my opinion should not be used 
above the cervix. It is very valuable in the 
vagina. As the pains of labor come on, some of 
the water was forced down into the lower portion 
of the bag, and after an hour or two the bag came 
down into the vagina and the cervix was not 
dilated. The bag had assumed the hour-glass 
shape in passing through the cervix. Traction 
on the tubing only tends to hasten the premature 
delivery. I prefer a flat topped, rigid wall 
metreurynter in obstetric work, such as the 
Voorhees and Miiller types, and find that they 
are most satisfactory. 

Dr. REED (closing the discussion): I prefer 
the rubber bag of Braun for several reasons. 
First, because of its elasticity. It more nearly 
resembles the bag of waters. Second, in my 
experience with rigid bags I have found that they 
are very uncertain after boiling. I have had one 
or two rupture and have nearly always found 
cracks in them. The rigid, unyielding walls 
are not as satisfactory in my opinion for dilating 
the normal soft parts and should be used only 
when haste is required. The bag compresses, it 
is true, but if the bag has been filled sufficiently 
it will not be compressed enough to prevent 
complete dilatation of the os. The Carl Braun 
bag has been extremely satisfactory to me, and 
I cannot say the same of the rigid bag. The 
Voorhees bag is the best bag of that type. The 
De Ribes bag is the poorest. It stands boiling 
less successfully than any other bag. 

In regard to the traction on the bag, Dr. 
Bacon is perfectly right that the human hand is 
the most perfect instrument we can use in making 
traction on a rubber bag. If it is an intelligent 
and educated hand, it is very satisfactory, but 
in many cases the bag is to be used by the 
general practitioner, who has not the opportunity 
to have a skilled assistant or to have an interne 
or a brother practitioner to help him, who can 
sit by the bedside all night and then in complete 
exhaustion finish the labor. 

The use of the weight is archaic, but if the 
woman is placed on the bed and the foot of the 
bed is raised, the tube is applied and traction 
made, anyone can watch the vulva and detect 
the presence of blood, which is the main indica- 
tion. Traction can be made to such an extent 
that the blood will cease. That does not require 
more than the ordinary amount of intelligence, 
and the husband, nurse, or a neighbor can do 
that work and so save the doctor for the emer- 
gency, which will come when the bag is suddenly 
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expelled, and he can deliver at once, if necessary. 
That is the only reason for the use of the weight. 
It saves the time and energy of the physician 
when he has no assistant at hand to take his place. 

Dr. Ropert T. GILLMORE read a paper on 
“‘Some of the Newer Conservative Treatments 
for Pelvic Infection.” (See p. 574.) 


DISCUSSION 


Dr. T. J. WATKINS: We used to believe that 
suppurations in the pelvis were “walled off” 
and that the temperature as a result became 
normal. We know now in these cases that the 
patient develops an immunity which makes the 
pus sterile. Our ideas about treatment have 
changed with the development of the petrology. 
I think that anything that offers any hope in the 
treatment of these cases is good because I believe 
we have very little that is really useful. The 
great difficulty in estimating the value of any 
treatment is that we can never tell what the 
outcome would have been had we not instituted 
that particular treatment. The patient might 
have done better with or without it. 

The use of vaccines and serums probably offers 
the most hope, but as yet there seems to be little 
of much value. Vaccines are useless in the acute 
cases because these patients have continually too 
many dead bacteria in the body. There is more 
hope of benefit in the chronic cases. I believe 
that sick people are like well people in that they 
get strength chiefly from what they eat. Phys- 
iologic resistance is best developed by giving 
these patients plenty of good food, much sun- 
shine, fresh air, sleep, rest, and good cheer. 
They should be treated like cases of tuberculosis. 
Put them in tents; they do better outdoors than 
indoors. We have been treating our bacterial 
infections very largely by keeping the patients 
outdoors. As soon as they are well enough, 
we take them outdoors and as soon as they get 
outdoors they begin to take about twice as much 
food as before and their recovery is much more 
rapid than before. 

I have been much interested in the study of 
heat. I feel very uncertain about it. I think 
outdoor treatment is better than the use of heat. 
In making abdominal sections in cases that have 
been subjected to heat, I have been interested 
to find an increased circulation in the abdom- 
inal wall, but no evidence of increased circula- 
tion from the ovarian or uterine arteries as a 
result of the heat. 

I have had no experience with the use of dry 
heat as described by Dr. Gillmore, and believe 
the treatment worthy of trial and experiment. 
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Dr. A. GotpspoHn: I am much pleased to 
hear the general principle insisted on that we 
should not operate in acute genital infections. 
That is a very important matter, because, aside 
from the greater virulence at that time, it leads 
to the slaughter of parts which we need not 
remove if we give nature a chance to do her work, 
and then we do afterward what nature has not 
accomplished. Of course, in this matter comes 
in the distinguishing diagnosis between genital 
infection and intestinal infection from the 
appendix. It is absolutely necessary to deter- 
mine when the infection is on the right side of 
the pelvis, that it is positively not from the 
appendix, because it means so much to a large 
number of young females who are operated on 
for appendicitis. It is fashionable, but in many 
of these cases it is not the appendix that is at 
fault. It is the tube or ovary. Such a case, if 
given proper medical attention, would probably 
never require an operation. It is for these rea- 
sons that I contend that appendicitis in the female 
is properly a gynecologic affection. 

As far as methods of treatment are concerned 
Dr. Watkins is right. We cannot say what would 
have been accomplished by some other method 
than that employed, but we get certain impres- 
sions from extensive observation, and the impres- 
sions I have are that these parts being inflamed 
call, first, for rest by continued recumbence; 
second, an influence on the circulation in these 
parts, which we can exert most advantageously 
by continuous heat and water moisture. This 
can be given by means of large envelopes of hot 
fomentations which can be made in such a way 
that the two active things, moisture and heat, 
are each properly insulated, so that the compress 
will never get cool. Then we can add to that a 
pronounced influence on the circulation of the 
internal parts by large, long-continued douches. 
Have the patient take a douche at 115° F., or 
more, lasting for half an hour, once or twice a 
day in dorsal recumbency with hips elevated. 
Then the customary attention to diet and bowels. 
This, in my estimation, will achieve the most, 
and should precede many an operation on these 
parts. 

Dr. CHANNING W. BarretTT: It is interesting 
to note that the newer methods of treating pelvic 
infections are most successful in the degree that 
they supplement the older methods. The oldest 
method of fighting infection is by means of an 
inflammatory process. Time was when we did 
not know what infection was and we spoke of 
treating pelvic inflammation as though that was 
doing all the damage. Now we must keep in 
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mind whether it is a non-puerperal infection or a 
puerperal infection. It is the infection that is 
damaging to the patient. The inflammatory 
process is taking care of the infection. The 
radical treatment instituted against these condi- 
tions was not a treatment of the infection, but 
a treatment of the inflammation. It was said 
that the patient has a pus tube; go in and take 
it out, or remove an inflamed ovary. That was 
all wrong. That killed patient after patient. 
The same is true of appendical infections. When 
the radical treatment of appendicitis was in- 
stituted and we treated appendicitis and per- 
itonitis in the same way, we had a great crop of 
deaths, but when we looked on the condition as 
an infection and carried out the treatment that 
would aid the inflammatory process in over- 
coming infection and keep it from spreading and 
help it to get out, results were better. Do not 
disturb the inflammatory process, because it is 
doing its best to fight the infection. After the 
infection has been removed there may be harm- 
ful inflammatory products in the pelvis which 
may have to be taken care of by radical measures, 
if they are not absorbed by heat and other 
suitable agents. 

Dr. GILLmorE (closing the discussion): There 
are certain acute cases where there is no further 
resistance from the individual, as is indicated by 
a low leucocyte count, except in the case of tuber- 
culosis, where there is always a leucocytosis. 
In one case of pyelitis there was an elevated 
temperature for about six weeks. The colon 
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bacillus was recovered from the urine and the 
patient did not make any improvement until 
the autogenic vaccine was injected, and recov- 
ery promptly ensued. At that time she was 
getting lots of sunlight and plenty of food and 
rest. 

The question of hot water I think is ridiculous. 
You cannot apply hot water to the abdomen at 
more than 115° F., because it would burn. I 
recall a case of typhoid where the patient burned 
the abdomen very severely with hot applications. 
She could place her hand in them, but they burned 
just the same. So that the question of using 
hot water bags and poultices is a dirty way of 
annoying the patient. We are not talking about 
high degrees of heat, 150° F., or 250° F., where 
there is an absolute indication that there is an 
infection of the peritoneal vessels. 

I have had some very good results in amenor- 
rhoea occurring in young girls where there was 
no physiologic reason for the amenorrhea. I 
would start in two or three days before the 
menstrual period using the hot air apparatus, 
and the result has been better than with any 
other treatment I have used. In the acute 
stages of these troubles we should never use hot 
air because there is already enough irritation 
produced by the germs in the pelvis, and the hot 
air is bound to cause more trouble and favor 
extension of the disease. In the chronic cases, 
however, where there is no longer any irritation 
from germs, the hot air treatment is certainly 
indicated. 
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Neurolysis for Musculospiral Paralysis Caused 
by Fracture of the Humerus (Neurolyse bei den 
durch Humerusfracturen bedingten Radialisparesen). 
Dr. Hernrich Ets. Beitr. zur klin. Chir., band 28, 


heft 2, p. 304. 


In seventy-three of v. Bruns cases of fracture of 
the humerus, there was an involvement of the mus- 
culospiral nerve in 8.4 percent. In half of the cases, 
the fracture was in the middle third of the bone, and 
it is in this region that the nerve is most exposed 
to injury. Musculospiral paralysis presents in the 
main two forms, a primary and a secondary. The 
primary paralysis is in evidence immediately after 
the injury, and is due either to a complete division 
of the nerve, or to a contusion to such degree as to 
block all conductivity. The secondary paralysis 
appears three to six weeks after the injury, and the 
first signs are usually sensory. It is the result of 
pressure on the nerve by either callus, scar tissue, 
or bony fragments. An intermediate type of 
paralysis has come to be recognized, one in which 
the nerve symptoms appear several days after the 
accident, and are due to hyperextension of the 
nerve. 

The motor symptom complex “wristdrop” is 
constant and classic, but the sensory phenomena 
have been found inconstant and very variable. 
The anesthetic area varies greatly in different cases, 
and sensation is restored much earlier than motion. 
The theory most widely accepted in explanation is 
that of Létiévant, and is that the median and ulnar 
nerves by their anastomoses with the musculo- 
spiral, supply by regeneration the degenerated 
sensory filaments. 
the motor elements however. A contusion of the 
nerve may cause as total a primary paralysis as 
complete division, and there are no means of early 
differentiation. Bardenheuer advises to operate 
if the paralysis does not show signs of improvement 
after two to three weeks. Immediate operation in 
all cases of primary total paralysis has its ad- 
vocates. 

“Paraneurotonotomy” means splitting the nerve 
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sheath at the seat of injury, relieving by decom- 
pression the tension caused by blood or lymph. 
Immediate operation in cases of primary paralysis 
is indicated when there is reason to suspect a total 
division of the nerve, or at least a severe injury. 
It is safer to operate at once than to await the 
uncertainty of improvement. Primary paralyses 
from contusion may recover without operation. 
Secondary paralyses, from the nature of their exciting 
cause, will not get well without operation. After 
cutting down on the nerve, the latter should be 
liberated from all scars, callus, or bony projections. 
The question of resecting the injured portion of the 
nerve might arise, if there is doubt as to the con- 
ductivity through the scar tissue. Bardenheuer 
uses the faradic current, and this stimulation will 
elicit a response if the nerve is intact. 

A resection of the nerve sometimes entails a 
resection of the humerus to prevent tension. The 
nerve after liberation should invariably be far re- 
moved from its former bed by the interposition of 
muscle tissue. The author reports five interesting 
cases and adds a compilation of the literature. 

HESSERT. 


The Surgical Treatment of Adhesive Mediastinal 
Pericarditis (Le traitment chirurgical de la méd- 
iastino pérdicarite adhesive), J. L. Roux-BERGER. 
Sem. Med., 1910, xxx, 423. 


The writer collects thirty cases from the literature 
and reports two new cases. He believes that in doing 
the operation of Brauer (resection of the ribs over the 
heart) it is well to remove the periosteum at the same 
time, since it is possible that new bone may form. Of 
the cases collected twenty-one gave favorable results. 
Of the others including the two new cases the unfavor- 
able results could all be accounted for by poor technique. 
or more often by a mistaken diagnosis of the heart con- 
dition. It would be well to perform this operation only 
in young individuals, since in nearly all the cases affect- 
ing older individuals the heart muscle is affected and 
results are accordingly unsatisfactory. 

C. G. GRULEE. 
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Apparatus for the Conservative Ambulatory 
Treatment of Patellar, Olecranon and Cal- 
caneus Fractures (Apparat zur konservativen, 
ambulaten Behandlung der Patella, Olekranon, und 
Kalkaneus Frakturen). Ernst FiscHer. Wien. 
klin. Wchnschr., 1910, xxiii, 1409. 


Remarking upon the difficulty of proper treat- 
ment of fracture of the patella, olecranon, and 
calcaneus, Fischer has devised the apparatus shown 


in the accompanying cuts. He claims for the 
apparatus the following advantages: 

(1) The broken ends are drawn to each other 
with a permanent measurable force; (2) wounds 
can be dressed with the apparatus on; (3) the 
joint can be moved without separating the broken 
ends of the bone. 

He has treated ten cases of fractured patella with 
satisfactory results. C. G. GRULEE. 


Further Observations on the Pathology of Joint 
Tuberculosis, and Practical Deductions 
Therefrom. LEONARD W. ELy. Medical Record, 
vol. 78, No. 4. 

The author takes his observations from a series of 
sixty-two cases of joint tuberculosis. He says: ‘‘Lig- 
aments and cartilage are never involved either early 
or late. They suffer purely from interference with 
their nutrition.” The bone also escapes, and for this 


DEPARTMENT OF SURGERY 


639 


reason the disease should be called ‘‘ tuberculous mye- 
litis.”” 

Tuberculosis affects the red bone marrow, therefore 
we find the disease in the epephyses of long bones, and 
in the flat bones, as the ribs, sternum, vertebre and not 
in the shaft of the long bones. The reason given for 
this is that the marrow of the shaft is largely fat. In 
children, where the bone contains more marrow, tuber- 
culosis is more frequent. 


IN 


Primary tuberculosis occurs with equal frequency in 
synovia and bone marrow. The tubercular focus may 
be sharply localized, and not generalized, this leading 
to frequent mistakes in microscopical examinations 
of specimens. Bony ankylosis of a joint is rare. The 
union is fibrous. 

He formulates the following conclusions: 

1. We notice in our specimens of joints a remarkable 
effort of nature to effect a cure by depriving the joint 
of motion. 

2. In adult joints this effort is never completely suc- 
cessful. 

3. Pain is a conservative symptom and tends to heal- 
ing by decreasing the function in the joint. 

4. Conservative treatment simply aids nature by 
decreasing function. 

5. No operation, except an amputation above the 
diseased joint, ever eradicates the tuberculous tissue. 

6. An operation to be successful must deprive the 
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joint of function and must not be followed by secondary 
infection. 

7. If an operation does not deprive the joint of func- 
tion, it will rarely effect a cure. 

8. The joints that can be most easily destroyed are 
the easiest to heal by operation. 

g. There are only two tissues in a joint vulnerable 
to tuberculosis — the synovia and the red marrow. 

10. If these two tissues can be eradicated the disease 
will disappear. 

11. A successful operation will cause these to dis- 
appear; the synovia will degenerate into fibrous tissue, 
and the red marrow will lose its characteristic cellular 
structure and will become ordinary fatty or yellow 
marrow, practically immune to tuberculosis. 

J. A. WoLrer. 


Transthoracic Cardiotomy— A New Method for 
Healing Impassable Stenoses of the Esopha- 
gus (Die transthorakale Cardiotomie, eine neue 
Methode zur Heilung unpassierbere Narbenstenosen 
der SpeiserGhre). Dr. HERMANN FiscHEeR. Zentral- 
blatt fiir Chirurgie, October 22, 1910. 


The author reports several cases of stricture of 
the esophagus in which all other operations fail, 
which were successful by the new method proposed 
by him. 

The difficulty which these cases present to the 
surgeon is to pass the stricture, and this is accom- 
plished in the following way. 

Under Meltzer-Auer’s continuous inflation of 
the lungs, the thorax was opened in the seventh 
intercostal space. The ribs were held apart by 
means of a retractor. The lungs were retracted 
by means of silk towels covered with sterile vaseline. 
Incision in the layer of pleura covering the esophagus. 
The vagi nerves are pulled to each side and the 
esophagus carefully loosened from its bed. This 
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is done without much hemorrhage. The esophagus 
is retracted by means of a strip of gauze, then the 
esophagus is pulled lightly from its connection with 
the diaphragm. The peritoneum is opened bluntly 
and the stomach pulled up into the thorax. The 
pleural cavity is carefully tamponed off. Trans- 
verse incision of the cardia between two traction 
sutures, three cm. below the point where it entered 
the diaphragm, is now made to introduce a 
ureteral catheter through the stricture in a retro- 
grade direction. The catheter is brought out of 
the mouth and secured by an artery forceps. Then 
through a previously made gastrostomy opening, 
a dressing forceps is introduced through the cardia, 
and the other end of the catheter brought out of 
the gastric fistula. Closure of the incision in the 
cardia with a double row of sutures. Reposition 
of the stomach in the abdomen, fastening of the 
esophagus in the diaphragm with silk sutures which 
include broadly the peritoneum with the under 
surface of the diaphragm. Closure of the inter- 
costal incision, with good expansion of the lungs. 

The operation was quickly and smoothly per- 
formed, the breathing of normal action, showing 
nothing abnormal. Only air was given. It was 
necessary to again give ether. Through an over- 
sight the wrong clamp on the ether conducting tube 
was removed, and ether drops were then pressed 
out into the air containing pouch by a sudden in- 
crease in pressure, and conducted into the lungs. 
Sudden severe collapse from which the patient was 
with difficulty brought out, yet a severe congestion 
of both lungs followed and caused the death of 
patient twenty-four hours later. In spite of the 
unfortunate result, the operation is simple, and 
indicated in any conditions where the earlier 
methods failed. 

FREDERICK G. Dyas. 
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Myoma in Relation to Pregnancy, Delivery, 
and the Puerperium (Myom bei Schwanger- 
schaft, Geburt und Wochenbett.) Dr. THEODOR 
Lanpav. Published by Urban & Schwarzenberg, 
Berlin and Vienna. 


This work is a monograph of one hundred sixty- 
two pages in which the subject of uterine myomata 
complicating pregnancy, labor, and the puerperium 
is taken up fundamentally and pursued to logical 
conclusions. The study is based upon observations 
made in the Landau clinic in Berlin and goes back 
to the author’s first publication on this subject in 
1891. In the “Einleitung”’ due credit is given to 
such authorities as von Gusserow, Le Maire, Olshau- 
sen, Thumim, and Winter for the valuable statistics 
which they have published in past years. Laudau’s 
experience has been peculiarly enriched by an 
abundance of cases of uterine fibroids, so that a 
monograph from this clinic is not only interesting 
but authoritative. 

In the first chapter, devoted to the relation be- 
tween myomata and fecundity, we find early a 
reference to two hundred fifty cases treated op- 
eratively. The indications for hysterectomy in this 
series are given as follows: 

1. Uncontrollable hemorrhage. 


2. Pain. 
3. Compression symptoms, as dyspnoea or 
dysuria. 


4. Inflammatory activity, with or without pus, in 
the tumor or about it. 

5. Rapid growth of the tumor. 

6. Ascites. 

Of these two hundred fifty patients, all of whom 
were married, one hundred eighty-two had been 
pregnant and sixty-eight were sterile. Of these 
latter, deep seated adnexal changes, as closure of 
the tubes, were present in but fifteen cases. In 
thirteen there was inflammatory involvement of a 
light nature. Many of the tumors were multiple, 
and the most of them involved the mucous mem- 
brane. Thus it would seem that in the great 
majority of these cases the sterility was due to the 
tumors themselves, since it is fair to presume that 
most of the lighter inflammatory conditions may be 
secondary to the tumors. Yet asa general principle 
the author believes that the presence of myomata 
uteri is of little consequence as regards conception. 


HERBERT MARION Stowe, M.D. 
C. G. GruLeE, M. D 


With respect to the question of secondary sterility 
in myomata, of one hundred eighty-two women who 
had conceived, nine had five children, six had six 
children, three had seven children, four had eight 
children, one had ten, and one thirteen children. 
Altogether eighty-four of the one hundred eighty- 
two had given birth to more than two babes. 
Winkel’s statistics are quoted in support of Laudau’s. 
Hence the author concludes that women with known 
fibroids should not be advised against marriage. 

Next is taken up the relation between myomata 
and pregnancy, labor, and the puerperium. Refer- 
ence is first made to statistics from the clinics of 
Olshausen, Pinard, Pozzi, and Schauta, as well as 
from others at Berlin, Prague, Breslau, and St. 
Petersburg. The anatomic-physiologic changes 
resulting from the presence of myomata in a preg- 
nant uterus are discussed, stress being laid on the 
factor of hyperplasia. The hypertrophy and 
increase in the smooth muscle fibers, in the connec- 
tive tissues, and the dilatation and extension of 
blood and lymph vessels is emphasized. This is 
so closely similar to the changes in normal preg- 
nancy, that, with the intramural variety of tumors, 
there is often little or no evidence of neoplastic 
growth. The tumor, palpable in the non-pregnant 
state, often disappears during pregnancy, only to 
reappear again in the puerperium. It is impossible 
to judge the influence which this class of fibroids 
exerts on muscle contraction, on the development 
of the child, or contrariwise, which the edematous 
condition and plasticity of the tissues has to do with 
the changes in form of the myoma. It is evident 
that in the puerperium the tumor undergoes a 
retrograde change, or an involution similar to that 
of the uterus, that is, fatty degeneration, resorption 
of cell plasm, thrombosis of capillaries, and com- 
pression of the larger vessels. Where this retro- 
gressive process takes place with more than normal 
activity, hyaline and myomatous degeneration 
(colloidal), atrophic induration, and fat changes are 
found. Landau has never seen fatty degeneration 
lead to the disappearance of large tumors, as some 
authors claim to have observed, but he believes 
that these processes, particularly thrombosis, may 
readily lead to edema, hemorrhagic and anemic 
infarcts, and gangrene. The influence of pregnancy 
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pedunculated subperitoneal fibroid is also con- 
sidered in this connection. Torsion, either of the 
tumor with its resultant changes, or of the corpus 
and tumor together, is apt to occur. Such a con- 
dition, modified by the presence or absence of 
adhesions, means more serious complications. 
But one case of torsion was observed in Laudau’s 
series. 

So far as the submucous variety of myoma is con- 
cerned it is easy to understand that, in the pedun- 
culated type, the covering membrane would respond 
to the decidual reaction. These tumors are readily 
subjected to mechanical insult and to infection; 
all the more readily does this take place, then, in 
the edema of pregnancy, leading directly to infec- 
tion and purulent changes. In the stress of labor 
particularly, as a result of forcible muscular con- 
tractions, myomatous growths take on a polypoidal 
formation and become avenues for infection as 
soon as the mucous edges are damaged, or else give 
origin subsequently to hemorrhage. This type of 
tumor also predisposes strongly to inversio uteri. 

The influence exerted by myofibromata on preg- 
nancy, labor, and the puerperium is taken up in 
detail, with cases citied in example, and may be 
summed up in the author’s own résumé: 

Where there are no peritoneal changes, where the 
tumors are not too large, and where they are sub- 
serous or intramural, with the pelvis free, complica- 
tions are rare and easily overcome. 

The influence of pregnancy is not very important, 
in general, and aside from the circulatory disturb- 
ances in rare cases, has no very evil results. 

The myoma influences the pregnant uterus and 
the developing foetus unfavorably. 

Hemorrhage and contractions are frequent 
results, together with transverse presentations of 
the child, prolapse of the cord and of the extremities, 
and placenta previa. 

It is fairly possible also that extrauterine gestation 
may be due to myomata. 

Local or general sepsis may result from these 
tumors, either by degeneration per se, or indirectly 
through its so frequently observed sequela, such as 
placenta previa, uterine atony, etc. 

Myomata finally tend to cause rupture of the 
uterus. This accident occurs spontaneously during 
labor when, as a result of some obstacle in the true 
pelvis, the child is unable to pass. 

So much of the present review is given to the 
above consideration, since this comprises the most 
interesting part of the discussion in any event. 
The next three chapters of Landau’s monograph are 
given up to symptomatology, diagnosis, and 
therapy. Here we find an admirable discussion but 
few, if any, fresh suggestions. The symptomatology 
as it varies according to the type of tumor, its size 
and situation, is brought out clearly, together 
with such symptoms as may occur from compli- 
cations resulting from adhesions to adjacent struc- 
tures and from infection. The differentiation be- 
tween the hemorrhage of abortion and that due to 
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the submucous fibroid is here discussed, as is also 
the influence of the tumor on the course of labor. 

In the differential diagnosis between pregnancy 
and the myomatous uterus, Landau lays stress on 
the changing consistency of the pregnant uterine 
mass. This important point is lost, however, where 
both conditions obtain. Further, not only must 
pregnancy in a myomatous uterus be suspected at 
times, but such additional complications thought of 
as hydramnios, multiple pregnancy, vesicular mole, 
etc. Then, too, pregnancy in the malformed uterus 
and the varieties of ectopic gestation must be 
kept in mind. 

The mere anatomical presence of one or more 
uterine fibroids in pregnancy is no indication for 
operation, according to Landau. The health or 
life of the mother or child is the more important 
question. Here again comes in naturally, then, the 
treatment of abortion and premature labor where 
myomata complicate. The questions of vaginal 
or abdominal route, and of conservative or radical 
extirpation, are taken up in detail. At term the 
question of delivery in the best interests of both 
mother and child is of first importance, then that 
of the disposition of the uterus and tumor. Hence 
the author strongly advises laparotomy rather than 
the conservative obstetrical methods of version or 
extraction. He considers that the series of dangers 
consequent upon artificial delivery per vias naturales 
is not comparable to the results obtained in his series 
of two hundred eighty-three abdominal myomecto- 
mies and hystero-myomectomies, with a mortality 
of but 0.7 per cent. The question as to whether 
myomectomy or hysterectomy is to be performed 
depends altogether upon conditions found at the 
time of the laparotomy, especially with regard to 
the condition of the uterus after enucleation of the 
tumors and to the effect of such removal upon the 
child. All cases, wherever possible, should be 
allowed to go to term or to viability without regard 
to the method of operation that may eventually be 
performed. After removal of the child by Cesarean 
section, further operative procedure must depend 
upon the number, size, variety, and condition of the 
tumors, conservative myomectomy or complete 
hysterectomy. It is wisely pointed out that the 
danger lies not so much in the length or complica- 
tions of labor as in the condition of the tumors, 
whether they be infected or not, or necrotic. The 
author further agrees with Veit that the operation 
should be postponed until rendered a necessity but 
should be done early enough to anticipate infection, 
atony of the uterus, and an exhausted patient. 
Little or no confidence is placed in the combined 
abdominal and vaginal treatment as advocated by 
some. In those complications characterized by 
infection the management of the case is necessarily 
much more difficult as is the result more uncertain. 
In the presence of necrosis and adhesions complete 
enucleation of the entire mass with free drainage 
must be resorted to the same as in a gangrenous 
appendix with perforation. In _ uterine sepsis 
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without peritonitis, however, whether this be due 
to an infected myoma or to thrombophlebitis of the 
placental site, more conservative work may be done. 
In the puerperium the treatment is much simpler, 
resembling that in the non-pregnant state. Directly 
after labor hemorrhage and arrest of the placenta 
or secundines are to be guarded against. 

In the actual operative treatment Landau advo- 
cates the two methods: first, conservative myomot- 
omy or myomectomy; second, total extirpation, 
supravaginal amputation of the uterus, or complete 
vaginal or abdominal hysterectomy after Cesarean 
section. The variations in technique depend nat- 
urally upon conditions, whether the child is viable 
or not, the state of the mother, her age and the 
number of living children, as well as the type of 
tumor and the nature of the complications. Of 
later years, aided by all most modern technical 
advantages, the author tends rather to favor the 
abdominal route, but following Zweifel, to conserve 
such portions of uterine and ovarian tissues as may 
serve to maintain the menstrual function. 

Here follows a series of cases presented in detail, 
twenty-one illustrating the radical procedure in 
myomatosis uteri of pregnancy, two illustrating the 
same in the puerperium, and eleven illustrating 
conservative interference in pregnancy. Finally, 
an elaborate table of the entire series of two hundred 
eighty-three is arranged. 

Altogether, Landau present and handles his 
subject from the point of view of the gynecologist 
rather than that of the obstetrician, as these view 
points differ in America. While not many new 
thoughts are contributed to the knowledge of this 
subject, the value of such a monograph as a study 
of the topic in all its detail is unquestioned. 

By no means least in importance, and mentioned 
last only for the purpose of lending emphasis to this 
feature, is the collection of seventeen photogravures 
in monotint of as many of the more interesting 
cases. These pictures are full size reproductions of 
the gross specimens, shown in cross section, and are 
exquisite in workmanship. They make the entire 
arbeit of distinct value to the teacher. 

CAREY CULBERTSON. 


Vessel Hemostasis in Postpartum Hemorrhage 
(Die Hemostasie in der Postpartum  Blutuny). 
FRANKL AND STOLPER. Archiv fiir Gyndkologie, bd. 
go, h. 1. 

The physiology of uterine hemostasis postpartum 
has generally been understood to consist of retraction 
of the muscular fibers upon the bleeding sinuses whereby 
the vessels are compressed directly by living ligatures. 

When the uterus has emptied itself of its gravid con- 
tents, the walls undergo retraction and, as Neu has 
observed, this retraction is continuous and _ tonic. 
While contractions may and do occur, temporarily 
increasing the pressure on the vessels, retraction is the 
active factor in preventing bleeding during the inter- 
vals. Physiologists also state that the vessels running 
through the muscular bundles are not only compressed 
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but are bent on themselves, thereby impeding the circu- - 
lation to a certain extent. Nevertheless, these two 
factors do not explain satisfactorily the arrest of bleed- 
ing between contractions when normally little if any 
blood flows into the uterine cavity. 

Frankl and Stolper have studied 19 fresh uteri taken 
from pregnant and puerperal women, in order to dis- 
cover if possible some other essential factor in h:emo- 
stasis. ‘They have observed an cedematous infiltration 
of the adventitia and media in the arteries and veins 
that lie beneath the spongiosum as early as the mid II 
of pregnancy. The interstices in the vessel walls are 
primarily affected. Within the vessel wall are found 
hyaline masses containing large oval or spindle shaped 
cells whose protoplasm is either transparent or finely 
granular. Within the lumenis seen a cellular prolifer- 
ation consisting of one or more layers that tend to 
diminish the capacity of the lumen. These cells 
possess the same characteristics as those found in the 
vessel wal!. They appear in one to three layers. An 
internal endothelial membrane covering these cells is 
always absent. 

La Torre has found this endothelial proliferation to 
be an important factor in arresting hemorrhage in the 
guinea pig. The authors consider that these cells are 
similar to Langhan’s cells and are the result of a decid- 
ual reaction of the connective tissues within the vessel 
wall. 

These cell masses are present in the sixth month of 
uterogestation and increase in size as pregnancy ad- 
vances. ‘These findings tend to explain the more fre- 
quent occurrence of hemorrhage in the early months. 

The authors believe that in cases where the uterus 
is empty and contracted and bleeding takes place in 
the absence of laceration, an imperfect development of 
interstitial and interlumenary cells will be found on 
microscopic examination. 

Labhardt’s classical six points in the etiology of 
postpartum hemorrhage are: 1, Changes in the blood; 
2, changes in the uterine musculature; 3, changes in 
the blood-vessels, particularly regarding their power of 
contraction; 4, changes in the neighborhood of the 
uterus; 5, anomalies of the placental site; 6, functional 
disturbances as a result of uterine exhaustion; and the 
authors add a seventh: Imperfect development of the 
cellular proliferation in the lumen and wall at the periph- 
ery of the vessel. HERBERT M. STOWE. 


Coagulation and Coagulation Producing Sub- 
stances in Eclampsia (Uber Gerinnung und 
gecimnung enegenda Substanzen bei de Eclampsie). 
CRrIStfEA AND BEINENFELD. Wein. klin. Wehnschr., 
1910, xxiii. 

After study of sixteen cases of the blood in eclampsia 
the writers come to the following conclusions: 

1. Coagulating of the blood in eclampsia is neither 
quicker nor slower than in the normal individual. 

2. The quantity of fibrinogin and fibrin ferment is 
the same in the eclamptic as in the normal pregnant 
and parturient woman. 

3. The occurence of eclamptic attacks does not de- 
pend on labor pains but may follow these. 
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4. Eclampsia is not an anaphylactic symptom, be- 
cause in it coagulation is normal. 

5. Postpartum hemorrhages have nothing to do 
with the coagulability of the blood. 

They not only conclude that hirudin (leech extract) 
is not indicated but may be of distinct harm because of 
its damaging effect on the kidneys. 

C. G. GRULFE. 


The Hand as an Ideal Obstetric Instrument 
(Die “Hand” als Instrument des Geburtshelfers). 
W. Lrepmann. Berliner klinische Wochenschrift, 
July 25, 1910. 

In the present operative era of obstetric surgery, 
the clinician relegates nearly all abnormal cases to 
the hospital or to the care of the expert obstetrician. 
The extreme reactionaries believe that the general 
practitioner is capable of dealing with the most 
intricate difficulties successfully in the private 
home, an Utopian idea. Between these two opinions 
lies the endeavor to simplify obstetric procedures 
and armamentarium so that the general practitioner 
can deal with many abnormal cases without trans- 
porting them to a hospital and lose control of the 
case, and in this regard, Liepmann emphasizes the 
value and importance of the hand as an obstetrical 
instrument. 

The uses of the hand in obstetric work are nu- 
merous. During the third stage, the Crede expres- 
sion, manual removal of the placenta, and uterine 
tamponade require no other assistance. 

In contracted pelves during the first stage, Peter 
Miiller’s method of determining the capacity of the 
bony passages is of great value. One hand is placed 
internally under the head while the other is applied 
over the pubis and the relative size of the head 
ascertained. This method is also used by gynecol- 
ogists in determining the proper avenue of attack 
in removing uterine fibroids. 

Hofmeier’s impressions have unfortunately retro- 
graded in practice, and yet their value cannot be 
estimated. With the patient in the Walcher 
position and under slight narcosis, the head above 
the inlet can often be forced into the pelvis by 
manual aid alone. In many such cases, a simple 
manual maneuver will avoid the necessity of 
Cesarean section, hebosteotomy, or the high for- 
ceps with their associated unfavorable results. 

In the extraction of the aftercoming head, both 
the Smellie-Veit and Martin-Wiegand-Winckel 
methods are distinctly manual in character. The 
former requires the head to be in the anteroposterior 
diameter, while the latter technique demands a 
transverse position. The one requires complete 
flexion, the other slight flexion. The latter method 
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is more dangerous to the foetus and skull fractures or 
depressions followed by cerebral hemorrhage and 
fractures of the vertebre, with injury to the spinal 
cord and its membranes, are relatively common. 

In malpresentations of the foetus, versions, and 
conversions of the face and brow to occipital pre- 
sentations, the hand serves as a useful instrument. 

A further important manual aid consists in the 
intrapelvic rotation of the head. Rotation with the 
forceps, Scanzoni’s maneuver, js ever to be avoided 
if possible. The forceps is an instrument of traction 
not rotation. 

In prolapsus funis, despite the numerous repos- 
itors, the hand is still the best instrument. The 
patient is placed under narcosis in the knee chest 
position. The cord is then seized with as many 
fingers as possible, and with one quick motion 
replaced behind the presenting part. 

Manual dilatation of the cervix offers a large 
field for the hand. The first stage is completed 
without extensive lacerations, a statement not true 
of instrumental dilatation. In many delayed labors, 
the hand is able to force the cervix behind the pre- 
senting part and facilitate delivery to a surprising 
degree. The same results are obtained when the 
anterior lip is caught between the head and pubis. 
When the obstruction is relieved, delivery follows 
in a short time, 

Liepmann closes his article with a description of a 
method which he terms Kegelkugelhandgriff. The 
object of the method is to conduct the head through 


the pelvis without the use of instruments. The 
technique follows: 
The patient lies across the bed in narcosis. The 


right hand is placed upon the fundus and acts as 
an expressor. The other acts internally first as a 
dilatator vagine, secondly as a dilatator orificii 
externi, thirdly as a rotator capitis, and lastly, as an 
extractor. A case is used for illustration. The 
indication for delivery was fever. The left hand was 
passed internally and the perineum and vagina 
dilated. The head was then seized with the five 
fingers. Uterine massage produced a contraction 
and pressure was made downwards towards the inlet 
as in Crede’s expression. The head passed the 
inlet and lay transversely in the cavity. During 
the next contraction, manual internal rotation was 
effected and the head presented at the outlet. By 
seizing the head with the internal hand as securely 
as possible and pulling and pressing externally, the 
delivery was effected in a short time. In less favor- 
able cases, much can be gained if the head can be 
made to descend a little lower in the pelvis, or a 
partial or complete rotation obtained prior to the 
use of the forceps. HERBERT M. STOWE. 
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SURGERY OF CHILDHOOD. By DeForest Willard, A. M., 
M.D., Ph. D. Philadelphia: J. B. Lippincott & Co. 


Feeling that the surgical conditions which are 
peculiar to the child present aspects, deserving of 
special study, which are not and cannot be given 
due consideration in surgical texts, Willard has 
written the text in hand, from the standpoint of 
the pediatric surgeon, considering solely the surgery 
of childhood. The work is, therefore, somewhat 
unique, including as it does general surgical condi- 
tions of children and orthopedic surgery. 

Surgical lesions occurring during infancy and 
childhood present many points in diagnosis and 
treatment which differ from those found in the 
same conditions in adults, and to these the author 
has given especial attention. About two-thirds of 
the volume is devoted to orthopedic surgery. This 
part of the work is especially worthy of recommenda- 
tion, since it not only gives evidence of wide knowl- 
edge of the subject but also of the very careful and 
painstaking preparation. The detailed directions 
as to corrective exercises and appliances and the 
consideration of the general treatment of tuber- 
culosis and of the treatment of the various tuber- 
culous lesions are among the subjects particularly 
well handled. 

The illustrations and the mechanical work are all 
that could be desired. The book should be of 
great value to general practitioners and especially 
to the young man entering practice. 

James F. CHURCHILL. 


NeEpuHRocoLopTosIsS. By H. W. Longyear, M. D. St. 
Louis: C. V. Mosby Company, Ig1o. 


Longyear in this monograph of 241 pages presents 
his personal views on the question of movable kid- 
ney. He disclaims the existing theories relating to 
the etiology of this condition, and believes that in 
the so-called nephrocolic ligament he has discovered 
the prime causative factor. He states as his further 
belief, that a nephroptosis, because of the action 
of this ligament, must always be secondary to and 
the result of a pre-existing coloptosis. No nephro- 
ptosis without coloptosis. In the first chapter are 
some very pretty diagrams purporting to show the 
anatomy and pathology of this ligament, which is 
compared in its disposition to the cordage of a 
balloon, the kidney representing the bag of gas and 
the ascending colon and cecum the car. 

The chapter on etiology considers the causes of 
general abdominal ptosis, and the mechanism of 
displacement of the kidney by a displaced colon. 
The laxity of the peritoneal attachment of the colon 


at the hepatic flexure is said to be the key to the 
whole process of descensus. The phrenocolic liga- 


- ment which supports the colon at the splenic flexure 


is always present and is uniformly strong and 
dependable, and this circumstance is assigned as 
the reason for the scarcity of movable kidneys on 
the left side. Nothing is offered to explain the 
greater frequency of loose kidney in women, nor 
the many cases which lack symptoms entirely. 

In the symptom complex, intestinal manifesta- 
tions are in the lead, with varying degrees of pain, 
nervousness, jaundice, toxemia, Dietl’s crises, and 
the like. Aside from the palpatory findings of a 
displaced kidney, radiograms are said to offer the 
most important aid in diagnosis. Bismuth is 
introduced by mouth or clysma, and thus a shadow 
outline of the organ is obtained. The author sub- 
mits many radiograms taken after this process, but 
the unbiased observer is apt to ponder whether the 
outlines of the colon would really be discernible 
were they not so heavily supplied by retouching. 

Treatment is said to be largely mechanical, and 
is regarded as prophylactic, medicinal, topical, 
mechanical, and operative. Liquid vaseline, given 
internally, is given preference to cathartics. The 
author’s operation of nephrocolopexy is described, 
and consists essentially in finding the nephrocolic 
ligament, and anchoring the same to the trans- 
versalis fascia. Access is obtained through the 
usual lumbar incision. The work concludes with 
histories of fifty-six cases operated by the author. 
All the operations were on the right side and there 
was only one male patient among the number. 
Thirty-eight times out of the fifty-six other opera- 
tions, mainly of gynecologic nature, were performed. 
The reader must decide for himself whether these 
records offer convincing evidence of the nephrocolic 
ligament theory. The book is certainly well gotten 
up, and should prove interesting to those working 
in this field of surgery. The illustrations, of which 
there are many, are excellent, and the book is well 
printed. HEsseERT. 


Les GREFFES OVARIENNES. 
la pratique Chirurgicale. 
tale et clinique. 
la Faculté. 


Envisages au point de vue de 

Etude critique experimen- 
Par Dr. Louis Sauvé, prosecteur a 
Paris: G. Steinheil, 1909. 

This monograph is a critical review based upon 
a careful study of all cases reported in the literature 
rather than upon experimental work done by the 
author himself. He accepts Limon’s theory regard- 
ing the presence in the ovary of two types of gland- 
ular elements, and therefore two kinds of secretions, 
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that of the corpus luteum and that of the inter- 
stitial cells. 

The absence of these secretions, by the removal 
of the ovaries or by their destruction due to disease, 
leads to certain pathological phenomena. The 
rational conclusion therefore, is that ovarian graft- 
ing should be of value where successfully accom- 
plished. The work thus far done Sauvé has faith- 
fully collected and classified under two headings as 
experimental (animal), and human. The lack of 
histological study of the cases is early emphasized, 
and this lack, of course, is one of the great draw- 
backs towards arriving at definite conclusions in 
the most interesting, the human cases. Sauvé’s 
conclusions are in accordance with views already 
generally accepted. 

1. Experimentally ovarian grafting has been 
well demonstrated. Autoplastic grafting succeeds 
perfectly, whether intraperitoneal, subcutaneous, or 
intramuscular, provided the technique be uncompli- 
cated and especially without having to resort to vas- 
cular anastomosis. Heteroplastic grafting, on the 
contrary, fails in the great majority of cases. In 
what degree the grafting re-establishes the normal 
internal secretions remains thus far undetermined. 

2. From the clinical point of view it is impossible 
in nearly all the cases to determine the effects of the 
grafts, and very few patients show appreciable 
advantage even if many are said to have been 
benefited. 

3. Carrel’s methods of grafting present certain 
interesting features histologically but are best con- 


sidered as positively proscribed as yet, since the 


results are so remote and uncertain. Ovarian 
transplantation, merely for ovarian insufficiency, 
does not warrant an intervention so grave where 
the result is so hypothetical. 

4. The operation of ovarian grafting in woman, 
therefore, has been of passing interest and its most 
enthusiastic supporters (Morris and Mauclaire) 
have not performed it over twenty times in ten years. 

CAREY CULBERTSON. 


A HANDBOOK OF THE SURGERY OF CHILDREN. By E. 
Kirmisson. Translated by J. Keogh Murphy, M.C. 
(Cantab.), F. R. C. S. London and New York: 
Oxford University Press, 1910. 

This is a book of 822 pages. As is to be expected 
from the name of the author the article on con- 
genital deformities and their treatment is excellent 
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as is also that part pertaining to orthopedics. Each 
chapter on congenital conditions is preceded by a 
short but practical account of the embryology of 
the structures discussed. On the whole the book 
is a very good treatise on the subject, and is espe- 
cially valuable if one wishes to become familiar with 
some rare conditions. C. G. GRULEE. 


Myom BEI SCHWANGERSCHAFT, GEBURT UND WOCHENBETT. 
Von Dr. Theodor Landau, Berlin. Berlin and Vienna: 
Urban & Schwarzenberg, 1910. (See review of this 
book under Abstracts, Department of Obstetrics. ) 
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In proportion 
outline 
poise 


THE CORSET 


is correct 


A sstrict scientific test demon- 
strated that the GOODWIN 
CORSET was the only one of 
many designs submitted that main- 
tained the balanced weight of the 
body in a normally correct position. 


Other Points of Superiority 
It affords more powerful support to the lower abdomen. 


It allows perfect freedom to every organ, has no constrict- 
ing lines to impede the circulation of the blood or inter- 
fere with the function of the nerves. 


Bodily comfort combined with graceful outline — irreproach- 
able in style quality, without which no scheme for dress 
reform can hope for success. 


Representatives in all the large towns and cities 


Manufactured by 


S. H. CAMP & COMPANY, JACKSON, MICHIGAN 


GOODWIN A. M. NICHOLS 
373 Fifth Ave.. NEW YORK 34 Washington St., CHICAGO 
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ADVERTISEMENTS vii 


BORNYVAL is the isovalerianic acid ester of Borneol—the powerful 


constituent of valerian oil. Truly understood, such a remedy restores; 
soothes; stiraulates or controls. 


1. It restores—from insipient nervousness, hysteria, mania, melan- 
cholia. 

2. It soothes—in cases that are acute. 

3. It stimulates—in arterio-sclerosis, headache, cardiac and vaso- 
motor neuroses. 

4. It controls—in corea, spasm, epilepsy, disorders of the menopause. 


SAMPLES AND LITERATURE BY 


RIEDEL & CO. 


35 West 32nd Street ° 


NEW YORK 
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Mulford’s 
Antitoxin 


and the New Syringe 


Flexible Joint 


Every dose furnished in this 
Perfected Syringe 


ADVANTAGES OF NEW SYRINGE: ASEPSIS, contamination impossible. 


POSITIVE WORKING: The metal plunger screws into the rubber plug, adjusting 
pressure and making action positive. 


Metal finger-rest with rubber guard at top of syringe prevents any possibility 
of syringe breaking or injuring operator’s hand. 


Needle attached with flexible rubber joint permits motion of patient without 
danger of tearing the skin—a great advantage in administering to children. 


Our new adjustable rubber packing possesses great advantages; it is readily 
sterilized, does not harden, shred, absorb serum or become pulpy. 


Simplicity and accuracy—no parts to get out of order. 


Mulford’s Antitoxin is Accepted 
Everywhere as THE STANDARD 


The higher potency enables us to use much smaller syringes. 
Minimum bulk—maximum therapeutic results 


BROCHURES AND WORKING BULLETINS SENT UPON REQUEST 


H. K. MULFORD GO., Philadelphia 


New York Chicago St. Louis Minneapolis San Francisco 
seattle Toronto 


ay 
Metal 
Sterile 
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ADVERTISEMENTS . ix 


A SIMPLE FORMULA 


for preparing baby’s milk makes it easy for 
the mother, and usually gives best results. 


In most cases 


==> _ BORDEN'S 
EAGLE BRAND 
‘CONDENSED MILK 


protection | 
signature. | 

CONDENSED NSED MIL 
NEW YorRH U.S.A 


can be readily modified at the 
discretion of the physician to satis- 
factorily meet the requirements. 


High Quality and Uniformity of Composition are 
two of its many merits. 


BORDEN’S CONDENSED MILK CO. 
‘“‘Leaders of Quality’’ 
Est. 1857 New York. 


SNELL’S FORMALDEHYDE STERILIZER 


Manufactured particularly for Catheters, Cystoscopes, Urethroscopes; all electrically 
lighted instruments or rubber appliances 


Gas formed under pressure Also adapted for sterilization of in- 
struments. Specially valuable in 
Genito-Urinary work. Can be used as 
Steam or Hot Water Sterilizer. 

The Only Catheter Sterilizer 
which actually sterilizes the zuzstde of 
Catheters. Culture Tests by Prom- 
inent Bacteriologists \ave repeat- 
edly proven the prevailing methods do 
not sterilize Catheters on inside. | 


SNELL’S DOES IT 


Only takes five minutes to sterilize 
5 Catheters perfectly. 

Indorsed by Surgeons everywhere 
and acknowledged to be the most per- 
fect Sterilizer ever invented. 

It has taken centuries of surgical appliance 


Size 14 in. long, 5 in. wide, 2‘ in. deep, made of heavy 
copper, fully nickeled 
Above cut represents open Sterilizer — shows the ks catheter 


cocks, with one catheter in position. Also shows Fig. 1, — 
hyde Chamber in which a hag or Formaldehyde tablet is placed. 
Fig. 2, Asbestos alcohol — eration extremely simple esults 
positively effective. Heat of alcohol flame against chamber contain- 
oo tablet forces combustion of same into gas which can 
nly escape’ through Catheter cocks into, through and around 
por on Special sizes for hospitals. 


making to produce this perfect Sterilizer. How 
long is it going to take you to avail yourself of 
its incalculable advantages. 


Price, $15.00 


Manufactured Exclusively for 


P. E.SNELL 


Rochester, New York 
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ADVERTISEMENTS 


TYPES OF 
ANEMIA—No. 11 


TUBERCULOUS 
ANEMIA, 


although dependent upon and sec- 
ondary toa constitutional infection, 
should never be entirely ignored. 
Fresh air, rest and forced feeding 
are distinctly supplemented by 


(Gude) 


the one efficient preparation of iron 
that acts as a genuine blood con- 
structor, without, in the least, dis- 
turbing the digestive functions. 


73 In eleven-ounce bottles only- 
Never sold in bulk. 


Samples and Literature on Application. 


M. J. BREITENBACH CO. 
NEW YORK, U.S. A. 


Our Bacteriological Wall Chart or our Differential Diagnostic Chart 
will be sent to any Physician upon application. 


ADVERTISEMENTS 


COMPANY 


FORT WAYNE, IND. 
THE SPECIALIST 


REMAINING 


25% SUCCESSFULLY 
DEFENDED 


ELIMINATE LITIGATION AND THE HOLD-UP 


PROPHYLACTIC PLAN EXPLAINED 
IN. PAMPHLET No. 15 


RIGHT NOW WRITE 


i 


LOW in Price 

High mn Grade and Purity 
Central in tocation 
Central in name 

100 o% Accuracy in Prescriptions 


100 stare stREET is the Number 


t 


Central Drug Co. 


| CHICAGO 


CONDITIONS 


KRESS & OWEN COMPANY 


210 FULTON STREET NEW YORK 


xi 
PHYSICIANS || ff 
Ov OF THE MALPRACTICE 
PREVENTED 
THYMAT INE | 
4 
| 
| 
£«Intestiagt 
Utero-Vaginal 
| 


Price 
No. 431 
Size: in 
16 Inches Long NICKEL 
6 Inches Wide FINISH 
3 Inches Water $21.75 


AN ELECTRICAL STERILIZER FOR GENERAL SURGERY Embodying 


SIMPLICITY :—Only a Tray Inside—-No Nooks to Harbor “Undesir- 
ables.” Regulate Heat by Shifting Connectors (with one hand). 


CONVENIENCE :—Fill with Solution—Turn on Current. 

: DURABILITY :—No. | is still in Service, unrepaired, after seven years. 
QUALITY :— Heavy Copper throughout—Handsome Nickel Finish. 
POPULARITY :—Used by hundreds of busy men throughout the 


country and by many hospitals—Bellevue has them. 


TO SHOW YOU :—Instead of a Voluble Salesman we will, on re- 
ceipt of a postal, send a Sterilizer for trial—IJts Merits Talk. — 


THE PROMETHEUS ELECTRIC COMPANY, 230 £. 434 STREET, NEW YORK 


An Appropriate Xmas Gift 
for the Nurse 
SandS No. g2 


TRAINED NURSE’S CASE 


This case is especially designed for the needs of the 
practicing trained nurse. 


In it will be found the necessary instruments she should always have with her. Put up in a neat, 
compact, convenient form. 

Contents: One pair five-inch Silver Probes; one Female Silver Catheter; one Ice Pick; one 
Soft Rubber Catheter, No. 7E; one four-inch Grooved Director and Tongue Tie; one five-inch 
Aseptic Scalpel; one best quality Razor; one one-minute Magnifying Lens Thermometer; one five- 
inch straight Aseptic Scissors, with one point sharp; one curved Nail Scissors; one metal Aseptic 
Hypodermic Syringe, in neat Aluminum case, with two needles and six empty vials for tablets; 
five three-drachm screw-cap vials and one two-drachm graduate. Put up in a neat two-fold morocco 
leather case with spring catch and pocket in back for memorandums, etc. Size, when closed, 
4x 1% inches. 

Price, $12.00, Less 10% if cash is sent with order. 


During December we will stamp any name on case in gold letters, FREE. We issue gift cer- 
tificates made out for any amount. Write for booklet “CHRISTMAS SUGGESTIONS.” 


SHARP & SMITH 


and 92 Wabash Ave., Chicago, Ill. 
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Four Works Surgery 


Mumford’s Practice of Surgery —— 


‘*This-work truly represents the author’s intellectual capacity and scope, and presents 
in a terse, forceful, yet pleasing manner the live surgical topics of the day. It isin 
every particular up to date, which shows that rare quality of accentuating the 
essentials and omitting the unnecessary.” J. B. Murphy, M. D., Northwestern 
University Medical School, Chicago. 


Octavo pf 1015 pages, with 682 illustrations. By JAMES G. Mumrorpb,M. D., Instructor in Surgery, 
Harvard Medical School. Cloth, $7.00 (30s) net; Half Morocco, $8.50 net. 


DaCosta’s Modern Surgery 


“This!edition is destined to rank as high as its predecessors, which have placed 
the learned author in the fore of text-book writers. “he more I scrutinize its 
pages, the more | admire the marvelous capacity of the author to compress so 
much knowledge in so small a space.”—Rudolph Matas, M. D., Tulane Uni- 
versity: of Louisiana. 


Octavo Gf 1502 pages, with 966 illustrations. By J, CHALMERS DaCosta, M. D., Samuel D. Gross Pro 
fessor of Surgery. Jefferson Medical College, Philadelphia. Cloth, $5.50 ( 24s.) net; Half Morocco $7.00 net. 


Eisendrath’s Surgical Diagnosis sew ws 


‘The illustrations are excellent and aid greatly in interpreting the text. Many of 
them show the actual method of examination. “The general arrangement and 
classification of the sections are good. “The descriptions are clear, and the book 


is well gotten up.”— Bulletin of the Johns Hopkins iomngenoel 


Octavo of 885 pages, with 574 original illustrations, 25 of them in colors. By EISENDRATH, M, D. 
Professor of Surgery, College of Physicians and Surgeons, Chicago. Cloth, $6. - bs. ) net; Half Morocco, 


$8.00 net. 


Bickham’s Operative Surgery 


This!book is a valuable contribution to the literature of operative surgery. For 
the su‘geon in active practice or the instructor of surgery, it is an unusually good 
review of the subject.””— Boston Medical and Surgical Journal. 


“It contains the-fullest account of Operative Technique, and is certainly one of 
the best books, if not the best, of its kind that has ever been published.” — Frederick 
Dennis, M. D., Cornell University Medical School. 


Octavo #f 1205 pages, with 854 original illustrations. By WAkREN STONE BickHAM, M. D., New York 
City. Cloth, $6.50 (28s.) net; Half Morocco, $8.00 net. 


Send for specimen-page circulars 


W. B. SAUNDERS COMPANY 925 Walnut Street, Philadelphia 


London: %: Henrietta Street, Covent Garden Australian Agency: 430 Bourke St., Melbourne 
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The Old Way and the New 


A prominent medical authority recently wrote us:— "I 
wish you could put a Gossard Corset on every woman 
in the country. It would mean Health as well as Beauty!" 


OLD STYLE OUR STYLE 


Wonder | 


Why 
when you com- 


pare our Corset 
with others? 


They Lace Jn, Front 


We Originated the 
Front-Laced Corset 
and Established the 

approved Designs of 


today. 
Send for Medical Data on Corsets 


The H. W. Gossard Co.., 17 E. Van Buren St., Chicago, Ill 
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ADVERTISEMENTS 
Catgut Common Sense 


HE quality of the cat- 
gut ligature depends 
upon the process by 
which it is prepared. 
Commercial catgut 
furnished to the ligature maker can- 
not be rendered absolutely aseptic. 
Cross’? Catgut preparation 
begins at the pp ae and is 
° conducted in a surgically clean labo- 
St. Andrew’s Green ratory by scientife a it is 
and Red Cross therefore Elastic, Pliable, of proper 
Monograms Tensile Strength, Sufficiently Resist- 

ant, perfectly Absorbable and Abso- 


Get the RIGHT OF WAY in emergency cases. lutely Aseptic. 
“Red Cross’? Catgut is packed in 


enamel—with monogram in polished brass. bs 
It per- germ envelopes or in breakable 
ectly with the dignity of your profession. 
This is a high grade article in every respect. glass tu yond ; 
Do not confound it with any other Crosses Send for “Hand Book of Ligatures.” 
Send for Red Cross Booket 13 


i Mis, 


MANUFACTURING CHEMISTS, NEW BRUNSWICK, N. J, 


q 


(Mentho-Methyl-Salicylatis Co.) 
A STRICTLY ETHICAL LINIMENT 


RHEUMATISM, SPRAINS, 
BRUISES, BRONCHITIS, 
NEURALGIA, LUMBAGO. 


Doctor, try it. You will be agreeably surprised. 
Formula and samples sent free on application. 


1, 2, 4 or 16 Ounces. (Hospital Size.) 


Anglo-American Pharmaceutical Co., Ltd., Croydon, London 
Agents, E. Fougera & Co., New York The Leeming Miles Co., Ltd., Montreal 


— | 


| 
(| 
| 
| 
__BETUL-OL 
R ved Noyem ber 27 
UN: MENTH METH VALICYLAT 0) 
| 


XVi ADVERTISEMENTS 


Allenized Water Need Not 
Be Analyzed 


The ALLEN SYSTEM insures absolute purity by 
double filtration: 


|. Through a fine grained unglazed porcelain tube, 
which removes all matter in suspension. 


2. Through specially prepared carbon packed in the 
tube, which removes matter in solution. 
It is the one perfect system of water purification. 
Scientific—Economical 
Bacteriological tests have proven these claims. 


Outfit No. 3 suitable for family of | We supply outfits of any size—for the home, office, hospital, etc. 
2 to6; four-gallon Flemish reservoir; 


filters eight to sixteen gallons per Our booklet sent on request 


day; guaranteed for five years. 


ALLEN WATER PURIFIER, 81 East Lake Street, Chicago 


AYER) 


fs 


BAYER PRODUCTS 


EFFICIENCY PALATABILITY 


TANNIGEN GYNOVAL 
Intestinal Astringent Sedative, Antispasmodic 
LACTO-SOMATOSE 
ideal Food in Diarrhea! Affections 
SABROMIN SAJODIN. - 
* agreeable Bromin Therapy Improved lodin Medication 
THYRESOL SOPHOL 
Well-Borne Santali Oil Non-Irritating Sliver Sait 
S les and L Supplied by 
Farbenfabriken of Elberfeld Co. 
P. O. BOX 2162 NEW YORK 117 HUDSON STREET 
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EXHILARATING 


ZONE 


The life so of the 
air, produced in the 


sick room 


living room 


office 


ward 
any room 


{Model inches hish Made by the Pure Aurifier 


No need of sending your patients or going yourself to the mountains 
of Colorado or the pine forests of North Carolina to find pure air. 


Air Purified and Revitalized by Nature’s Method 


The action of the lightning outdoors is successfully imitated indoors 
by the PURE AIRIFIER which produces and diffuses through the 


room a constant supply of Ozone. 


The’apparatus7is noiseless, as simple to operate as an electric light, and 
requires only the same current. No chemicals are used—free ozone 
is restored by silent discharges of electricity. The foul air is revitalized 
and the room filled with life-sustaining ozone, making the air of the 
room as fresh and pleasant to breathe as the air of the mountains or the 


pine forests. 
Catalogue mailed upon application 


OZONE PURE AIRIFIER COMPANY 


Room 311, 160 Adams Street, Chicago, Illinois 
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ADVERTISEMENTS 


‘he Last Word in 


Silver Therapy 


At last, the ideal preparation of silver—possessing all of 
the well known antiseptic and stimulating properties of the 
older salts, with none of their drawbacks. 


| SiDVODIDEC 


“MILK OF SILVER IODIDE” 


The most effective silver product at the command of the pro- 
fession— absolutely clean, does not stain the skin, clothing 
or dressings and never irritates the most sensitive tissues. 

Invaluable in acute and chronic urethritis, cystitis, vagi- 
nitis, nose and throat diseases, otitis media and all acute or 
chronic infections of the mucous membrane. 


ANTISEPTIC GERMICIDAL HEALING 
THE SILVODIDE CHEMICAL CO., 1215 Market St., Philadelphia 


Qualit 


—The Secret of Satisfaction in the 
Purchase and Use of Rubber Goods 


The ftp Brand 


on a bulb or fountain syringe, hot water bag, 
catheter, stomach or rectal tube, ice cap or 
coil, Kelly pad, or any other article of rubber 


Insures Maximum 
Durability and Service 


The physician, therefore, who specifies 
and inists on getting “Alpha” rubber goods, 
protects himself and hts patients once and 
for all against the dangers of uncertain quality. 


ALPHA E 

kit Insupes.a continuous flow” PARKER, STEARNS & CO. 

Sent postpaid, to Physicians Only, on receipt 288 Sheffield Avenue BROOKLYN, N. Y. 
of $1.10 
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ADVERTISEMENTS xix 


Which Position is 
Correct—Healthful? 


Compare these two pictures (taken from life 
without exaggeration) and answer the question. 


The Old Way—Wrong 


As a means of wrecking a woman’s health 
the ordinary sewing machine stands pre- 
eminent among household appliances. 
The reason for this is plain. The needle 
is 444 inches away from the center and the 
operator cannot sit straight in hex, chair 
andrun the machine. To follow her work 
she must twist her body to the left. (See 
illustration above.) 


No need to tell you of the evil effects re- 
sulting from such unnatural position. 


The only reason for the needle being 44 
inches off center is, that it was easier to 
build machines that way—regardless of 
the operator’s comfort and health. 


rij 

The New Way—Correct 
The ‘‘Standard’’ Central Needle Sewing 
Machine is an entirely new and wonderful 
invention, a boon to all women who use 
sewing machines. In this machine the 
needle is directly over the center of the 
treadle, and directly in front of the center 
of the body. (See illustration above.) 
The operator can quickly and easily thread 
the needle without twisting or stretching— 
only a straight bend forward—and then 
sits upright in a comfortable, healthy posi- 
tion all the time she is sewing, with the 
result that the work is done far more 
easily, better, more pleasantly, health- 
fully and when it is done, she is not 
tired out. 


The ‘‘Standard”’ Central Needle Sewing Machine costs no more 
and is just as easy to purchase as any other well made machine. 


If You Were Asked To Advise’ Which Style of 
Machine Would You Recommend? 


We have printed a valuable booklet, “‘A Stitch in the Side,’’ which is yours for the 
asking. It goes into the subject of sewing machine construction thoroughly and ex- 
plains how and why the “Standard” Central Needle Sewing Machine is vital to the 
A postal will bring it by return mail. 


The Standard Sewing Machine Company 
6463 Cedar Ave., Cleveland, Ohio 


health of women and growing girls. 
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Wappler Electric Manufacturing Company 
173-175 East 87th St., New York 


Electrically Lighted 


Diagnostic Instruments 


Important Improvements In Cystoscopes 


The new Corrected Vision Instruments 
show a right-sided and upright image and 
make catheterization by the indirect 
method much simpler than heretofore. 
This has reference to all instruments of 
the Nitze type. 


Direct result of Wappler Electric Manu- 
facturing Company’s ingenuity are the 


TILDEN BROWN Direct Double Catheterizing 
Cystoscope 


W. K. OTIS Examining Cystoscope 
BROWN-BUERGER Cystoscope 
LEO BUERGER Cysto-Urethroscope 


F. TILDEN BROWN’S Composite or Universal 
Cystoscope, with three lens systems, all correct vision, com- 
plete $100.00. 


‘Examining Cystoscopes in sizes from No. 12 to 22, Charriere. 


The latest original instruments are the Harold Hays’ Pharyn- 
goscope, enabling one to examine Larynx and Pharynx with 
mouth closed, and the Leo Buerger Cysto-Urethroscope, giving a 
brilliant and true image of all parts of the deep Urethra. 


Write for particulars of the Excel/ Interrupterless High Frequency 
Apparatus. The successful use of the high frequency currents in 
the bladder for the removal of papiloma, etc,, has been made possible 
by this new type of instrument—The Perfect Treatment Machine. [_) 

We make Interrupterless X-Ray Transformers for instantaneous 
radiography, and all types of electro-medical apparatus. Every 
piece of our manufacture has the distinctive Wappler workmanship 
and finish that have made for this firm a world-wide reputation. 

Write for circulars; tell us the department in which you are in- 
terested and we will gladly send all particulars. We guarantee every 
instrument of our manufacture to be the best obtainable. 
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UROTROPIN 


‘THE Original Product, manufactured under the supervision 

of Professor Nicolaier. Its absolute chemical purity and 
uniformity—shown by the dazzling white color of its large, 
regular, non-agglutinating crystals—guarantee the therapeutic 
effects recorded in the many hundred publications based on it. 


Professor A. L. Benedict (J/edical Times, 
June, 1906) calls attention to the following 
“Points in Ethics”: “When a reputable firm 
places before the profession a valuable article, 
which is imitated without improvement, the 
profit should accrue to the original producer 
and competing firms should be told that the 
benefits of trade do not belong to them.” 


Dr. W. J. Robinson (Critic and Guide, 
March, 1906) writes in a paper on “Proprietary 
Remedies, from the Physician’s Standpoint”: 
“Urotropin was a distinctly new drug when 
introduced by its manufacturers, and they 
and Nicolaier have rendered a real service to 
humanity. Why should they not derive the 
pecuniary benefit? Iam not at all sure that 
every nondescript brand is as pure, and the 
patient has to pay the same price.” 


Dr. George Chismore (/ournal Cut. and 
Gen.-Ur. Dis., Sept., 1900) reported a case 
in which Urotropin was used with benefit un- 
til the druggist dispensed another product 
which was more wooly and less crystalline 
and which caused pain and burning. Resump- 
tion of Urotropin was followed by immediate 
disappearance of the distressing symptoms. 


Dr. H. P. Thompson (Z£dinburgh Med. 
Journal, Feb., 1907) concludes from his ex- 
perimentation in the Edinburgh City Hospital 
with Urotropin and imitative products for the 
prophylaxis of scarlatinal nephritis: “The 
only drug that proved to be of any value is 
Urotropin. Hexamethylentetramine certainly 
did not diminish the nephritis...... Hexame- 
thylentetramine was substituted because it 
was cheaper in treating a large number of 
patients, but I do not consider that it is the 
exact equivalent of Urotropin when considered 
from the point of view of clinical results. All 
cases of scarlatina should be treated with 
$-gr. doses of Urotropin thrice daily for 
children up to 12 years, and 7 %-gr. thrice 
daily for patients above that age.” 

Dr. A. Goldberg Med. Wochenschr, 
Aug. 19, 1905) says that Urotropin-Schering 
appears to be more effective than the products 
of any other origin. 

Dr. F. P. Guiard (Ann. mal. d. Org. Gén.- 
Ur, April to October, 1905) says that 
Schering’s Urotropin is the most reliable and 
that many of the imitative products are of 
doubtful value or are positively injurious. His 
studies occupy 160 pages. 


HE best security against substitution is afforded by pre- 
scribing UROTROPIN TABLETS which are stamped 
“E. Schering.” Thus the cost of dispensing is also avoided. 


LITERATURE FROM 


SCHERING & GLATZ 


150-152 MAIDEN LANE, NEW YORK 
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—Announcement— 


of operations recently performed by eminent 
British Surgeons for the benefit of visitors at the 


Stereo-Clinic 


B. G. A. Moynihan, M.S., F.R.C.S. . . Leeds 


Gastroenterostomy Cholecystotomy 


Harold J. Stiles, M. B., F. R. C. . . . Edinburgh 


Gastroenterostomy Amputation of Breast 


J. M. Munro Kerr, M. B., M.S. . . . . ~Glasgow 


Caesarian Section 


Cuthbert H. J. Lockyer, M. R.C.S.. . . . «London 


Suspension of Uterus Operation for Prolapse of Uterus 
Amputation of Tube and Ovary for Dysmenorrhea 


Florence Willey, M.D. . . . . . +. London 


Caesarian Section 


Sixteen Important Orthopedic Operations 


The records of the above mentioned technique are especially fine. and are 
being prepared for publication as rapidly as possible. 


Send for Prospectus 


The Southworth Company 


TROY, NEW YORK, U. S. A. 
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The digitalis question is solved, 
to a certainty, in Digalen; 


why continue “beating about the bush”? 


If you have any use for digitalis, you owe it to yourself to 


try Digalen. Scores of physicians who view Digalen without prejudice declare it 
the realization of the ideal digitalis preparation, available “as one chemical body, 
constant in composition and effect, containing all the valuable prop- 
erties of the fresh leaves, injectable and non-irritating.” A clear, 
coloriess, sterile solution of Cloetta’s soluble digitoxin—precisely 1/222 gm. in each cc., 
the average dose; practically unirritating to the stomach; non-cumulative within physio- 
logical limits, injectable intravenously, intramuscularly or per rectum. 
q An exact, definite unit. 
‘*Far more prompt in action than any other digitalis preparation and affords security 
because one can regulate the dose with accuracy.” M.D., Schenectady, N.Y. 
A prominent surgeon of Buffalo, says: ‘‘I am convinced that in any case of 
defective compensation where Digalen fails, no remedy known to-day will 
accomplish anything.” 


Sample and Extensive Reports on request. 


THE HOFFMANN-LA ROCHE CHEMICAL WORKS 
65 Fulton Street, New York 


Verlag von Urban & Schwarzenberg, Berlin und Wien 
JUST PUBLISHED 


Lehrbuch der Urologie 


mit Einschluss der 


In writing to advertisers kindly mention 


SURGERY, GYNECOLOGY 
AND OBSTETRICS 


Every Coat We Turn Out a Winner 


Physicians’ coats for professional use. Made of 
white or sixty other shades of washable materials. 
Fast colors. Thoroughly shrunk before making. 
Made to measure. We pay delivery charges to all 
parts of the world. Our “Swatch Card,” showing 
materials, styles and prices, free upon request, 
Dressing Gowns. Smoking Jackets, Bath bes 
and Hospital Uniforms a Speciaity. 

WEISSFELD BROS. 

Manufacturers of PHYSICIANS’ COATS 
“*The kind they all admire’’ 


mannlichen Sexualerkrankungen. 


von Leopold Casper, Professor an der Universitat Berlin 
Zweite, vermehrte und verbesserte Auflage. 

Mit 221 Abbildungen. Preis geb. Mk. 17 
. « Das Buch ist nicht nur dem praktischen Arzte. 
der sich einen Uberblick uber das Gesamtgebiet ver- 
schaffen will, sondern auch denjenigen zu empfehlen. 
welche anfangen, sich spezialistisch darin auszubilden, 
(Posner in Berliner klinischer Wochenschrift.) 


STYLE 18, 115L Nassau St., New York 


WANTED—Copies of the January and March, 1906, issues of Surgery 
Gynecology and Obstetrics. Will pay 50c each for copies in good condi- 
tion for binding. Franklin H. Martin, M. D., Managing Editor. 


RELIABLE CHEMICALS ARE NECESSARY FOR DEFINITE THERAPEUTIC RESULTS 


ETHER, U.S. P.-—— 


Its purity and potency adapt our product to the 
most exacting requirement of surgical practice 


POWERS-WEIGHTMAN-ROSENGARTEN CO. 
NEW YORK PHILADELPHIA ST. LOUIS 
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ADVERTISEMENTS 


The prudent practitioner, being guided by the dictates of 
experience, relieves himself from disquieting un- 
certainty of results by safeguarding himself 

against imposition when prescribing 


The widespread employment of the 
preparation in the treatment of 
anomalies of the menstrual function 
rests on the unqualified indorsement 
of physicians whose superior knowl- 
edge of the relative value of agents 
of this class stands unimpeached. 


By virtue of its impressive analgesic and 
antispasmodic action on the female reproduc- 
tive system and its property of promoting 
functional activity of the uterus and its ap- 
pendages, Ergoapiol (Smith) is of extraordin- 
ary service in the treatment of 


IA, METRORRHAGIA 


ERGOAPIOL (Smith) is supplied only in packages containing 
twenty capsules. DOSE: One to two capsules three or four 
times aday. > ° ° Samples and literature sent on request. 
MARTIN H. SMITH COMPANY, New York, N.Y., U.S. A. 
ig 
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ADVERTISEMENTS 


Residual Urine is a constant menace to the prostatic patient. 
To avoid its serious consequences, regular use of the 


Catheter is essential and imperative. LL. 


But frequent catheterization has its own dangers. These, 
fortunately, may be almost—if not entirely—avoided by 
antisepsis and proper lubrication. 


“K-Y” Lubricating Jelly 


smoothes the way—as to lubrication—and—as to infec- 
tion—reduces its dangers. 

Through its use, the bladder may be easily emptied as 
often as necessary with minimum irritation and discomfort. 
Its efficient antiseptic properties constantly maintain ster- 
ility and correspondingly reduce the dangers of infection. 


“K-Y" is supplied in convenient, surgically clean, collapsible tubes, and is 
non-greasy, water-soluble and absolutely free from formaldehyde and other 
irritating substances. 
VAN HORN and SAWTELL 


NEW YORK.US.A. LONDON. ENG. 
307 MADISON AVE. 31-32-33 HIGH HOLBORN 


stonly protects his patient but himself also. Su 
otection in sterility, tensile strength and resist-. 
_ance to absorption as is offered by “Ja#% A772", 
Sutures and Ligatures, is, economy in its highest 

sense—the economy of catgut insurance. 


vhat the METHOD’ 
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ADVERTISEMENTS 


Advance Information 


Original articles which are to appear in early issues 


Concerning the Operative and Specific Treatment of Kidney and Bladder Tuberculosis 
PROFESSOR Dr. HERMANN VON KUMMELL, Hamburg, Germany 


The Treatment of Old Backward Displacements of the Lower Epiphysis of the Humerus 


The Stereoscopic Radiograph as an Aid to the Surgeon (with 15 stereoscopic plates)... .. 


Treatment of Difficult Cases of Cleft Palate after Infancy..V. P. Biarr, M. D., St. Louis, Mo. 
Pneumatic Bursting of the Intestine —a new Type of Industrial Accident............ 


Treatment of Infantile Hemorrhages by Transfusion of Blood; with review of the liter- 
V. D. LesprnassE, M. D., G. CARL FISHER, M. D., Chicago 


The Roux Operation in Dilatation of the Stomach..E. E. BAtcu, M. D., Kalamazoo, Mich. 


The Value of Phenolsulphonethalein in Estimating the Functional Efficiency of the Kid- 
CHARLES GoopMAN, M. D., New York City 


Treatment of Papilloma of the Bladder........ Howarp A. KEtty, M. D., Baltimore, Md. 
An Improved Technique in Goiter Operations.... Joun R. WATHEN, M. D., Louisville, Ky, 
A Malignant Lymphoma of the Small Intestine; Partial Intestinal Obstruction; Re- 


section of the Intestine Contamine the Tumor... 

Four Essentials in the Treatment of Painful Feet......... Joun L. Porter, M. D., Chicago 
Kidney Displacements and Dystocia.......... PRENTISS WILSON, M. D., Washington, D. C. 
A Modification of the Usual Technique in the Delivery of the First Arm in Podalic Ver- 

sion or Breech Presentation.......... Don Cartos Gurrey, M. D., Kansas City, Mo. 
Cancer of the Uterus and Its Cure by the Radical Abdominal Operation.............. 


The Operative Cure of Some Cicatricial and Congenital Deformities of the Face....... 


Significance of the Lane Kink of the Ileum......... FRANKLIN H. Martin, M. D., Chicago 


JasPpeR HaALpenny, M. D., AND JAMES GORRELL, M. D., Winnipeg, Man. 


....V. D. LesprnasseE, M. D., G. Cart FIsHer, M. D., AND J. A. WoLFER, M. D., Chicago 


An Efficient Inexpensive Enteroclysis Apparatus. ..W. A. DEWirt, M. D., Philadelphia, Pa. 
Finishing the Buttonhole Stitch.................... J. J. Bucuanan, M. D., Pittsburg, Pa. 
Bone Wiring with a New Material of Great Tensile Strength, J. ScHwinn, M.D., Wheeling, W. Va. 


SYMPOSIUM ON FRACTURES 


Fractures of the Nose and Superior Maxilla...... Joun B. Roserts, M. D., Philadelphia, Pa. 
Fractures of the Inferior Mazilla................ccc0c00 Tuos. GILMER, M. D., Chicago 
Fractures about the Bibow HEsseErt, M. D., Chicago 


Fractures in and about the Ankle.............. Emmet Rrxrorp, M. D., San Francisco, Cal. 


E. Wyttys ANDREwS, M. D., Chicago 
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HYDROLEINE 


An emulsion of cod-liver oil after a 
modification of the formula and pro- 
cess devised by H. C. Bartlett, Ph. D., 
F.C. S., and G. Overend Drewry, 
M. D., M. R. C. S.,; London, England. 


Distinctively Palatable 
Exceptionally Digestible 
Ethical Stable 


Hydroleine is simply pure, fresh, cod- 
liver oil thoroughly emulsified, and 
rendered exceptionally digestible and 
palatable. Its freedom from medic- 
inal admixtures admits of its use in 
all cases in which cod-liver oil is 
indicated. The average adult dose 
is two teaspoonfuls. Sold by drug- 
gists. Sample with literature will 
be sent gratis on request. 


THE CHARLES N. CRITTENTON CO. 


“DeLuxe” 
Combination Instrument 
Cabinet and Stand 


Size, 33-in. high, 16-in. deep, 
20-in. wide, beveled plate 
glass on 4 sides. 2'4-in, ad- 
justable shelves supported by 
nickel plated bars. Nickel 
plated rail around top for 
bottles. Glass knob and lock 
on door, Easy rolling 


Price, $35.00 


10 per cent discount for cash 
with order. 


Manufactured exclusively by 
PHYSICIANS’ 
FURNITURE EXCHANGE 
35 E. Randolph St. 
Chicago 
We are “Economy” head- 
quarters, Send for list of new 


and second-hand office equip- 
nent, 


RACTURE 


Of Hip, Thigh, Knee, Leg, Ankle, cases 
of Non-Union, Dislocations, Sprains, 
Knee and Hip-Joint Disease Treated in 
or out of bed with 


AMBULATORY PNEUMATIC SPLINT 


Secures Greatest Comfort, Shortest Period of Confinement, 
Best Resu!ts and Health of Patients. 


“AMBUMATIC” WASHABLE ABDOMINAL SUPPORTERS 


115 FULTON ST., NEW YORK give a true, direct pick-up support to the abdomen. Send 
for our New Catalog on Orthopedic Appliances, Invalids, 
Supplies and Sundries. 
AMBULATORY PNEUMATIC SPLINT MFG. CO. 
35 (K) Randolph Street . Chicago 
| 


Doctor Do You Attain Proper 
Asepsis in Your Electro- 
Therapeutic Work? 


Are yourltacilities for obtaining perfect asepsis in your Electro-Thera 
peutical practice as complete as those provided for your surgical work? 
If not, you are not doing justice to the Electro-Therapeutical end. 

The McIntosh Style **I’’ Aseptic Table is an electrical equip- 
ment which may be rendered really and truly aseptic. It is constructed 
entirely of steel in hard baked white enamel finish, with table top and 
top of cover of porcelain enamel and has beautifully rounded corners 
with no crevices to collect dust. This table can be furnished with our 
new Type 12 Plate containing Dial Selector and other new features: or 
it can be fitted with a wall plate which you may already have. 


Special descriptive circular and price upon application 


LookzforIthe name INTSSH The trade mark of Quality 


|McIntosh No. 150-A Trans-Illuminator 
This practical instrument can be connected with any wall plate or gal- 


vanic battery and throws a powerful light for frontal sinus work: or with 
shield removed can be used in any speculum. 


Mcintosh No. 150-A Trans-Illuminator, price sent by mail, $2.50. 


McIntosh Battery & Optical Company Everything Electro-Therapeutical 


catal ill be sent 
Dept. ‘‘O”’ 227-29 Washington Street Chicago, Ill. li 
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XXVili ADVERTISEMENTS 


An Obstructed, Sluggish Intestine is Known to Produce Malnutrition. 


Hunyadi Janos 


Natural Laxative Water 


- Stimulates, cleanses and regulates the entire gastro-intestinal system. 
One-half glass of Hunyadi Janos water taken daily, before breakfast, will 
be followed by conditions tending to promote nutrition. Hunyadi Janos 
water is endorsed by the leading practitioners throughout the world. :::: 


50% Better 
Prevention Defense 


Indemnity 


1 All claims or suits for alleged civil malpractice, error or 
mistake, for which our contract holder, 

2 Or his estate is sued, whether the act or omission was his 
own 

3 Orthat of any other person (not necessarily an assistant 
or agent) 

4 All such claims arising in suits ‘nvolving the collection of 
professional fees 

5 A\ll claims arising in autopsies, inquests and in the 
prescribing and handling of drugs and medicines. 

6 Defense through the court of last resort and until all legal 
remedies are exhausted 

7 Without limit as to amount expended. 

You have a voice in the selection of local counsel. 

9 If we lose, we pay to amount specified, in addition to 
the unlimited defense. 

10 The only contract containing all the above features and 
which is protection per se. A sample upon request. 


The MEDICAL PROTECTIVE CO. 
of Fort Wayne, Indiana 


Professional Protection, Exclusively 


BOUND VOLUMES 


Unbound copies may be exchanged for the bound volumes upon payment of $1.00 per 
volume for binding. Single copies supplied, to complete files, at 50c each. 


Can make immediate delivery of all bound volumes except Vol. II. Price, $3.50 each, 
sent prepaid to points in the United States and Canada. 


Express or Freight Charges on Journals Returned for Binding Should be Prepaid 
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ADVERTISEMENTS 


“professional confidence is the greatest asset of any manu- 
facturer, especially so when this assurance is based solely 
upon the therapeutic reliability of his product. 


Actual clinical demonstration is the only logical and 
convincing method of determining the therapeutic value 
of a remedy, and by results thus manifested, antiphlo- 
gistine acquired, and has retained professional confidence 
as a reliable and trustworthy dressing in the treatment 
of all inflammatory conditions whether deep or superficial. 


In the treatment of Tonsillitis, Bronchitis, Quinsy, 
Pleuritis and other throat and chest affections, antiphlo- 
gistine applied thick and hot stimulates capillary and 
arterial circulation, thus relieving inflammation, congestion 
and pain, thereby affording prompt and positive relief.” 


Our Line ot Soit Mass Pills 


(Chocolate-coated except No. 892.) 


No. 892—Ferrous Carbonate (Blaud), 5 grs., round, un- No. 987—Emmenagogue, Improved. 


coate: No. 988—Evacuant. 
No. 967—Cathartic Compound, U. S. P. Eighth Revision. | No. 990—Camphor, Opium and Lead Acetate. 
No. 968—Cathartic Improved. No. 991—Camphor, Opium 
No. 969—Quinine Sulphate, 2 No. 992—Opium and Camphor, N. 
No. 970—Cascara Compound No. 3 (Dr. Hinkle). No. 993—Quinine, lron and Zinc iia. 
Ne. Carbonate (Blaud), 5 grs.,U.S.P. Eighth No. Valerianate, 2 grs. 
No. 995 - Salol, 2% ers. 
ne 975—Cholelith (round). No. 996—Salol, 5 
No. 977—Ferrous Carbonate (Blaud), Modified. No. A Salol ’and Pi Phenacetine. 
981—Ferrous Carbonate (Blaud) Compound, No. 998—Warburg Tincture, N. F., representing % flui- 
—Ferrous Carbonate with Nux Vomica. ye hm. 
No. 983—Blaud and Strychnine Dectaenaik 3 “B. = No. 999—Warburg Tincture, N. F., representing | flui- 
No. 984—Aloin, Strychnine and Bel ledoana, drachm. 
No. 985—Aloin, Strychnine and Bel Pp d No. 1000—Warburg Tincture without Aloes, N. F.. repre- 
N. ni senting | fluidrachm. 
No. 986—Cathartic Compound Granules, °4 gr. No. 1001—Alophen. 


NOTE.—In the soft-mass process no heat is applied, hence such volatile substances 
as camphor, the valerianates, the essential oils, etc., are preserved in full measure. 


Soft Mass Pills (P. D. & Co.) dissolve readily in the digestive tract. 
They are attractive in appearance. They keep well. They are absolutely true 
to formula. Ask your druggist to dispense them on your prescriptions. 


PARKE, DAVIS & CO. 


HOME OFFICES AND LABORATORIES, ° DETROIT, MICHIGAN. 
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ADVERTISEMENTS 


Faulty Nutrition 


—with its train of symptoms pointing unerringly to flagging functions— 
is one of the foremost indications for the use of 


Gray's Glycerine Tonic Comp. 


Two to four teaspoonfuls in a wineglassful of water before meals and at bed 
time, promptly increase the appetite, stimulate digestion, promote 
assimilation and in a few days bring about a substantial im- 
provement in general bodily nutrition. 
Best of all, moreover, the resulting benefits 
are permanent—not transitory. 


THE PURDUE FREDERICK CO. 
298 BROADWAY. NEW YORK 


Gold Medal, Diploma and Certificate A = syringe 


At the Sociéte D’Hygiene De France at Paris 


MARVEL “WHIRLING 
SPRAY” 
SYRINGE 


@AIl druggists and My 
dealers in Surgical 
Instruments sell it. 


44 East Twenty-third Street NEW YORK 


WAS AWARDED THE As the latest 


and best 


invented 
to thor- 
oughly 
cleanse 
the va- 
gina. 
The MAR- 
“VEL, by rea- 
son of its peculiar 
construction DILATES and FLUSHES the 
vaginal passage with a volume of whirling fluid 
which SMOOTHS OUT THE FOLDS and PERMITS 
THE INJECTION TO COME IN CONTACT WITH ITS ENTIRE 
SURFACE, instantly DISSOLVING and WASHING OUT all 
SECRETIONS and DISCHARGES. 


Physicians should recommend the Marvel Syringe in all cases of 
Lucorrhoea, Vaginitis, and all womb troubles, as it is warranted 
to give entire satisfaction. 


of Approbation 


October 9, 1902 


For Literature, address 


MARVEL COMPANY | 
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ADVERTISEMENTS XXxi 


Berthe May’s Corsets 


Designed by Dr. Gaches-Sarraute, a well known lady physician of Paris, France 


Recommended by physicians 
who have seen them in this 
country. These corsets are 
made artistically and are scien- 
tifically useful. Allow full ex- 
pansion of the lungs, afford a 
fashionable outline and also 
maintain the natural rotundity 
of the figure. 


Correspondence with Doctors 

and Nurses solicited. Profes- 

sional discounts allowed. Write 

Fe for booklet No. 4 and informa- 
ay tion to 


LUCINE Berthe May HYGIE 

A Maternity Corset ‘ A Rational Corset and 

for use during and after pregnancy. A safe- 125 West Fifty-sixth Street Abdominal Support 

op for both mother an child. Allows for every day's use. Does not constrict the 
mother to dress as usual, maintaining New York waist. Adaptable to the treatment of abdom- 

a comfortable support. Can be gradually inal relaxations and misplacements, floating 

enlarged. kidneys, ventral herniae; also after operations. 


Fellows’ Syrup 


A faithfully prepared, long-tried, 
uniform preparation. 


Worthless substitutes. 


Reject Preparations “Just as Good.” 
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As A Matter of 
Comparison 


Some form of support is 
anecessity inninety per cent 
of the cases of Spinal Curva- 
ture, Potts Disease, etc. wire 
These supports have usu- 
ally been made of rigid, 
hard, unyielding material, 
which, while perhaps sup- 
plying the required support 
have other undesirable fea- 
tures, making the remedy al- 
mostas badas the disease.Re- 
stricted respiration and heart 
action, hindrance to growth 
and development, muscular 
atrophy, scalded skin, etc., 
are some of the minor ills 
that accompany the wearing 
of jackets made of Plaster 
of Paris, Sole Leather, 
Steel, etc. 

Here are a few of the 
many hundreds of old 
jackets and supports we 
have replaced with the 
Sheldon Appliance to the 
infinite satisfaction of phy- 
sician and patient. 


SOLE LEATHER 


STARCH 


Here’s The 
Comparison 

This Shelden Appliance is humane, 
cool and comfortable. It does not 
chafe or irritate even in the hot- 
test weather. It provides just 
the required support, exerting a 
gentle, firm pressure where needed, 
yet permitting full respiration and 
proper muscularaction. It lifts the 
weight of the head and shoulders 
off of the spine and corrects any 
deflection of the vertebra. It 
weighs ounces where other spinal 
supports weigh pounds. 

Every appliance is made to or- 
der, to fit the individual require- 
ments of each patient in accordance 
with measurements taken by the 
physician. It is as easy to take off 
and put on as a coat. It cannot 
be detected through the clothing. 
In over 15,000 cases, this Shel- 
don Appliance has produced 
results and given comfort to 
the patient far exceeding that 


GLUE AND CLOTH 


SPRING STEEL 


derived from the usual Plaster 
of Paris or other unyielding Jackets. 

We will be glad to send to any physician our plan for mutual co- 
operation which explains in detail just how the Sheldon Appliance is 
adapted to all forms of Spinal Curvature, Irritation and Pott’s Disease. 


We have fitted grandparents of 80 and over, and babies of a year and less. 


i 


ULATMER, STEEL eel Philo Burt Mfg. Co., 148 24th” St., Jamestown, N. Y. 
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ADVERTISEMENTS XXXxiii 


ESSENTIAL BLOOD ELEMENTS 


Which all convalescents lack, have been found by 
thousands of the leading physicians for their patients in 


BOVININE supplies all this as no Beef Extract can. It 
raises the Opsonic Index to normal standard and prevents 
chronic invalidism. 

BOVININE is not only a perfect nutritive tonic in itself, but 
being rich in elementary iron and all essential elements neces- 
sary for complete cell reconstruction and nutrition, it 
te-establishes completely normal metabolism, thus assuring a 
quick recovery from all wasting diseases. 

Write for Sample, also for one of our new Glass (sterilizable) Tongue Depressors 


THE BOVININE COMPANY D) 


75 West Houston St., New York City 


Electrically Lighted Surgical Instruments 


We make all kinds of Electrically Lighted Surgical 


This Socket Current 
Controller will reduce 
any ordinary direct or 
alternating street cur- 
rent for use with the 
miniature "cold" lamps 
with which our instru- 
ments are equipped. 
It is described in detail 
in our Catalogue. 


E. S. I. Co. Socket Current Controller with Cystoscope 


Instruments, including : 


Urethroscopes (Koch, Swinburne, Young, Valentine) 

Cystoscopes (Braasch, Lewis, Kelly, E. S.1.Co. Com- 
bination) 

Tuttle Proctoscopes 

Uterine Endoscopes 

Vaginal Specula 

Jackson Bronchoscopes 

Laryngoscopes 

Oesophag pes and Gastroscopes 

Tongue Depressors 

Nasal Specula 

Illuminated Eye Spuds 

Auriscopes 

Transilluminators 

Socket Current Controllers 

Socket Cautery Transformers, Etc. 


IMustrated Catalogue Mailed on Request 
Origination begets imitation. Be sure of our exact name. 


Electro Surgical Instrument Co. 
ROCHESTER, N. Y. 
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A Safe and Efficient Germicide 


(HYDROGEN PEROXIDE) 


PURE 
MYDROGEN PEROXIDE 


MADE with AM 
DistTILLED WATER 
tation tevresents the highest chemical 
tity, potency and accuracy. It 608 

P. im relation to volume 
IME the additional advantage 
Py at all limes, . 
OWERFUL ANTISEPTIC 
AND DISINFECTC: 
he BOROUS AND HARMLE 


CONSUMERS COMP! 


CHICAGO 


Made with Hydrox water and pure chemicals 


Contains 


More Available Oxygen 


Than is required by 
U. S. Pharmacopceia 


Hydrox Antiseptic is pure Hydrogen 
Peroxide solution of uniform purity, 
strength and stability, with minimum 
acidity. 


Does Not Contain Preservatives 


Its excellent efficiency will repay the confidence 
shown by the medical profession in 


Hydrox Products - 


ORDER FROM YOUR DRUGGIST 


Given the same care in manufacture that surrounds 
all the well known products of 


The Consumers Company 


35th and Butler Streets, Chicago 
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ARS that afford Physicians and Surgeons the means of 
“making good"’ when time is more than money and delay 
may cost a human life. 


Cars that are instantly available day or night—that take you 
swiftly, silently and surely to your destination. 


Cars that are luxuriously comfortable —immaculately clean 
—so simply controlled—so free from dust, grease and smell 
that you can step from one of them into the room of your 
patient without a moment's delay—without a thought of the 
stains of travel. 


OR Strength, Beauty, Dependability, the Woods Electric 

stands in a class by itself. It always has; it always will. 

It is built on principles that are the result of years of 
experience. It is built by the oldest and most experienced 
vehicle builders in the world. It is so dependable—so strong— 
and with all, so inviting and beautiful. Unequalled in 
i the Woods Electric is the 
favorite conveyance with all discriminating classes. 


Read What This Physician Says: ‘| can _ heartily 
recommend the Woods Electric as being the proper electric 
for a hilly city like Kansas City,”” says A. H enderson, 
M. D., of Kansas City. 


achiev a e 


This is typical of hundreds of other letters from profes- 
sional and business men who rely on the Woods Electric 
the electric specially built for solid rubber tires. Why 
don’t you investigate the “make good” electric ? 


Catalog No. 12 Brings All the Details. Postal Brings the Catalog. 


WOODS MOTOR VEHICLE COMPANY 


CHICAGO 


Regular Equipment 40 Cells Exide Batteries 
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XXXVi ADVERTISEMENTS 


NORTHWESTERN UNIVERSITY 


MEDICAL SCHOOL 


(Chicago Medical College) 


A. R. EDWARDS, M. D., DEAN 
Buildings and equipment new. Four Hospitals in Affiliation, with 800 beds. Clinical work 
in every year. Ward walks for seniors daily. Dispensary treats 50,000 patients annually. The 
recognized leader in medical education. For circular and information, address, 


2431 Dearborn St. DR. C. L. MIX, Secretary Chicago, Illinois 


ADOLPH GEHRMANN, M. D. W. A. Evans, M. D. 
Joun C. WeseneER, Pu. C., M. D. 


THE COLUMBUS 
MEDICAL LABORATORY 


A laboratory tor physicians. Chemical, microscopical, and 
bacteriologic examinations. Culture media supplied. In- 
vestigation of sanitary and medico-legal questions. Instruc- 
tions given in laboratory medicine. Disinfection of houses 
and apartments. Circulars and Fee Table on application. 


COLUMBUS MEDICAL LABORATORY 


TELEPHONE CENTRAL-2740 


103 STATE STREET, CHICAGO 
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College of Physicians and Surgeons 
OF CHICAGO 


Situated in the heart of 
one of the greatest medi- 
cal centers of the world, 
it affords students clinical 
advantages which are 
unexcelled. 


The College of Physi- == 
cians and Surgeons has 
excellent facilities and 


equipment. 


September toJune = Opens Sept. 27, 1910 


Recently acquired additional space makes possible superior laboratories, amphitheaters, lecture 
rooms and library. Persons interested in medical education are invited to investigate this school 


Address DR. FRANK B. EARLE, Secretary 


CONGRESS AND HONORE STS., CHICAGO 


Start the New Year Right 


Take a 
Post-Graduate Course 


Clinical Courses for the General Practitioner. Courses for the 
Specialist 


New List of Personal Courses 
Write for Booklet 


Post-Graduate Medical School 


2400 Dearborn St., Chicago, Illinois 
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XXXViii ADVERTISEMENTS 


POTTENGER 


For Diseases of the Lungs and Throat. MONROVIA. CALIFORNIA 

A thoroughly equipped institution for 
the scientinc treatment of tuberculosis. 
High class accommodations. 

Ideal all-year-round climate. Sur- 
rounded by orange groves and beauti- 
ful mountain scenery. 

Forty-tive minutes from Los Angeles 

F. M. Pottenger, A. M., M.D., LL. D., 
Medical Director. 

J. E. Pottenger, A. B., M. D., 

Ass‘t Medical Director and Chief “ot Laboratory 
For particulars address 
POTTENGER SANATORIUM, 
onrovia, California 
Los Angeles Office : 1202-3 Union Trust Bldg., 
Cor. Fourth and Spring Streets. 


KENILWORTH SANITARIUM 


Kenilworth, Illinois 
(Cc. & N, W. RAILWAY, SIX MILES NORTH OF CHICAGO) 
Telephones—Kenilworth 78, Evanston 778 
Built and equipped for the treatment of nervous and mental 
diseases. Approved — oot and therapeutic methods. Special 
system of ventilation ooms impervious to noise. oy me ap- 


pointments, Bath rooms en suite. steam heating, electric lighting, 
electric elevator, 


SANGER BROWN, Physician in Charge 
100 State Street, Chicago Telephone Central 3707 


The Doctor’s Ideal Car 


N our runabout we have an ideal car for the 

general practitioner. It will take him over 
bad roads and climb all hills. It is equipped 
with our four-cylinder, 4 by 4 engine developing 
25 horse-power. This good looking car is al- 
ways ready, is strongly constructed, has a simple 
engine and will enable a doctor to make his 
rounds quickly and in comfort. There are no 
water pipes to freeze and burst. 


Touring Car . . ‘$1,250 

Strong Good Looking Toy Tonneau... . 1,250 
Double Rumble... . 1,100 
Reliable Economical Single 
Surrey Type ... ss. 1,000 

The Ever Ready Car Runabout... .. . 850 


Write for further information 


THE MIDDLEBY AUTO CO. 


READING, PA. 
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ADVERTISEMENTS XXXix 


OCONOMOWOC HEALTH 
RESORT Oconomowoc, Wis. 


Building New—Absolutely Fireproof 
Built and Equipped for Treating 


Nervous and Mild Mental Diseases 


(fnree Hours from Chicago onC. M. &S. P. Ry. 


Location Unsurpassed. 
Readily Accessible. 


ARTHUR W. ROGERS, B.L., M. D. 
Resident Physician in Charge 


Noe BOTTLED IN THE COUNTR 


MILK CREAM BUTTER BUTTERMILK 


Evanston CHICAGO Oak Park 


Why not have the best? 
~Our wagons willserve yon anywhere~ 
Telephones at all Division Offices-including 


"Oakland §2974221,4229 State Street 
The MILWAUKEE SANITARIUM 


gether with the well known facilities previously in use 

. provide a most complete equipment. The wide separa- 

For Nervous an d Mental Diseases tion of the five ditterent houses allows individualized 
treatment and environment tosuiteach case. Modern 

WAUWATOSA, WIS. Established in 1884 bath house and all the latest appliances for the use 
of water, electricity, heat, light,etc. QThe sanitarium 

is secluded yet convenient of access—2% hours from Chicago on the C., M.& St P. Ry., 15 minutes from Milwaukee on two 
trolley lines. DR. RICHARD DEWEY, Medical Superintendent, Wauwatosa, Wis. Chicago Office: Venetian Building, 
ee Street, Wednesdays (except July and August) 11:30 to1. Long Distance Telephone, Milwaukee Exchange, 


auwatosa 16; Chicago Exchange, Central 2856. 
IN DIGESTION 


The functional forms of gastric or intestinal indi- 
gestion are promptly corrected by the use of this well 
known water. It accomplishes effective lavage without 
the distress of the stomach tube, after which it so in- 
creases the activity of the muscular and secretory 
structures that pain, fermentation and distress are rapidly 
overcome. Ithas proven invaluable for relieving nausea 
and iting of gastro-intestina! origin. 
VALUABLE DATA ON REQUEST, 


GEO. J. WALLAU, Inc., 2-4-6 CLIFF STREET, NEW YORK 
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ADVERTISEMENTS 


On the Traal 


Three Southwest travel art booklets you will enjoy reading: 
“To California Over the Santa Fé Trail,” 
“Titan of Chasms” (Grand Canyon), and 
“The California Limited.” 
Mailed free on request. They are profusely illustrated. 
The California Limited, train of luxury, is finer ‘‘Santa Fe All the Way,’’ through the South- 
than ever this season. Exclusively first class. | west land of enchantment. Has a Pullman for 


Runs daily between Chicago- Kansas City Grand Canyon of Arizona—the world’s scenic 
and Los Angeles - San Diego - San Francisco. wonder. Fred Harvey dining-car meals, too. 


W. J. Black, Pass. Traffic Manager, A.T.&S.F. Ry. System, 1065 Railway Exchange, Chicago 


a 
4 
xl 
' 
: 
- 
4 
5 
q 
| 


— 


Prescribing 


for those of your patients who require a tonic and 
nutritive agent, we suggest that you will observe 
gratifying results from 


ANHEUSER-BUSCH, 


a concentrated food tonic of 
- recognized merit. 


_ It possesses valuable tonic prop- 
erties due to the aromatic bitter 
principles of Saazer hops — it 
presents the food value of more 
than 14 per cent of pure malt 
extract—and it contains less than 
2 per cent of alcohol. 


Melt, is a perfect malt extract and 
should not be confused with 
cheap dark beers, many of which are represented 


to be medicinal malt products. 


Pronounced by the U. S. Slovesiae Department a 


PURE MALT PRODUCT 
and not an Alcoholic Beverage 


Sold by All Druggists 
Visitors To St. Louis Are Cordially Invited To Inspect Our Plant 


Anheuser-Busch : Saint Louis 
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SUPRARENALIN 
Its Superiority and the Reason 


E vast superiority of Suprarenalin Solution places it 
in front, and this superiority is due to the fact that it is 
made from an absolutely ash-free crystalline aCtive 

principle of the suprarenal substance. It is free from impuri- 
ties, such as phosphates, etc. It is positively free from chemi- 
cals, like chloral and its derivatives. It is only a solution of 
Suprarenalin plus 7-10 of 1 per cent chlorid of soda. 


Suprarenalin Solution possesses the greatest keeping qualities 
of anything of the sort, sypRARENALIN SOLUTION . 1:1000 
American or Euro- suprarenalin Ointment : 
pean, natural or syn- Suprarenalin Inhalant . .... 1 
thetic. Suprarenlin Suprarenalin Triturates. . 1-70 ofagrain 


Solution is easily sterilized, as it may be boiled repeatedly. 


ARMOUR COMPANY 


HORLICK’S Malted Milk 


THE ORIGINAL AND GENUINE _ 


For Infants, Invalids, the Aged 


The first thought of experienced dietitians when selecting a palatable, 
nourishing, easily assimilated food for the aged and infirm, for nursing 
Sidon for convalescents, and neurasthenics. The wholesome, invig- 
orating food principles of pure milk and choice malted grain, so pre- 
in vacuo as to be properly assimilated in the feeblest conditions. 
sed more extensively every year in the feeding of infants and as a 
supplementary nutrient for growing children, because it brings about 
desired results. That your patients may obtain the best, as well as the 
original and genuine, always specify “Horlick’s.” 


Samples sent free, and prepaid, to the profession, upon yequest. 


Horlick’s Malted Milk Co. 


RACINE, WIS., U.S. A. 


R. R. DONNELLEY & SONS OO., PRINTERS, CHICAGO 
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